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THE PLACE OF THE PSYCHIATRIST 
IN THE COMMUNITY MEDICAL 
SERVICES* 


R. O. JONES, M.D., Halifax 


ONE OF THE MOST significant changes in psy- 
chiatric practice (and perhaps in medical prac- 
tice) in the past 30 years has been the steady 
and rather rapid emergence of the psychiatrist 
from within the walls of the mental hospital to 
engage in practice in the community. This trend 
has been noted in various ways, perhaps most 
dramatically in the change in name of the 
American Psychiatric Association from the 
Association of Mental Hospital Superintendents. 
How far this change has gone is revealed in the 
recently collected statistics of this association 
which show that of 7,900 psychiatrists practising 
on this continent some 3,900 spend at least part 
time in private practice and many others serve 
in community out-patient clinics, child guidance 
clinics, etc. Thus it would appear that there are 
few psychiatrists in the country that do not have 
at Jeast some community contacts and for about 
half of them community psychiatry is their 
major endeavour. 


It is worth noting in passing that this trend is 
the reversal of that which seems to be happen- 
ing in medicine generally where more and more 
government and institutional medicine is being 
practised. Some of the problems which the psy- 
chiatrist has had to deal with in dissolving his 
intimate relationships with state institutions and 
becoming part of the general community would 
well repay study. That, however, is not the pur- 
pose of this paper—the point is that many psy- 
chiatrists are now functioning as part of the 
general community medical services. What do 
these people do? What have they to contribute 
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to community services? What stands in the way 
of their making their full contribution or of 
getting full satisfiction from their work and 
what can be done about it? My answers to these 
questions will be based on my own experience 
since 1941 in Halifax, a city of 100,000 people, 
in a practice entirely devoted to community psy- 
chiatry. It should be pointed out however, that 
in my situation there are special advantages due 
to the presence of a University Medical School 
(Dalhousie) and my association with this school 
has made it possible to do things which would 
not otherwise have been possible. The begin- 
nings of this community medical service I have 
described in a previous publication.1 At the 
moment I wish to discuss the questions I have 
set forth above. 


First, what does the psychiatrist do in the com- 
munity? As a medical man, I would presume that 
his first duty is to look after sick people. As a 
practitioner of a special branch of medicine— 
that which takes on responsibility for the treat- 
ment of illnesses which show themselves as 
disturbances of behaviour—his primary function 
is to provide consultation and treatment serv- 
ices for this group of patients. We are com- 
monly told that about one-third of all patients 
seeking medical aid are primarily psychiatric 
problems; that means then that there is a very 
large group of patients for whom he will be re- 
sponsible. Since psychiatrists make up a very 
small proportion of community practitioners it 
stands to reason that even with a relatively small 
percentage of referrals his case load will be 
large and difficult to handle. Personal experience 
testifies to the truth of this situation—community 
psychiatric practice seems to be a continual 
struggle of adjustment between the number of 
people to be seen and the time available. This 
necessitates using the shortest methods of treat- 
ment possible, trying to select cases that one can 
help most and referring others to other sources 
of help—the general practitioner, social agencies. 
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etc. In terms of usual classification this medical 
case material can be divided as follows: 


(a) The psychosis; while it is somewhat un- 
fashionable to think of psychosis as an important 
part of community psychiatric practice I feel 
that everyone in this type of work will see many 
such patients and it is here that he can often 
make his greatest and most impressive contribu- 
tion. It is true that a great many psychoses are 
not suitable for out-patient or office therapy and 
these will have to be referred to the mentat hos- 
pital. In this group are the organic reactions and 
most schizophrenics. However, even here a great 
deal is contributed to community medical 
services if the facilities for early diagnosis are 
provided and realistic and authoritative advice is 
offered. Many families today will not accept the 
commitment of the young schizophrenic for 
instance, unless this is advised by someone they 
regard as a specialist. Many general practitioners 
do not see this situation with the same gravity 
as early carcinoma and are content to linger in 
the fond hope that “He'll outgrow it”. 


In the depressive reactions however the com- 
munity psychiatrist has a real chance to be help- 
ful to all concerned. Personal experience has 
taught me that most depressive reactions can be 
successfully treated in an out-patient situation 
with the use of convulsive therapy in a short 
time. In this way the patient is spared the neces- 
sity of commitment to a mental hospital, treat- 
ment is usually decided on more rapidly and if 
the patient shows a tendency to relapse he can 
be carried on maintenance therapy? in a most 
satisfactory way. This type of out-patient treat- 
ment can probably best be arranged through the 
out-patient department of a general hospital and 
such facilities will do a great deal to increase the 
hospital's prestige in the community, to cut 
down on the case load of the mental hospital and 
to increase the psychiatrist’s standing both with 
his patients and with his colleagues. Above all, 
it gives speedy help to a large number of 
severely suffering people whose suicidal drive 
makes them a real medical emergency. 

(b) The neurosis.—These patients represent a 
large part of the practice of the community 
psychiatrist and a much larger part of his prob- 
lems. As far as I know, there is no substitute for 
an uncovering type of psychotherapy in most 
neurotic problems. However this type of ap- 
proach is often not possible—the patient is poorly 
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motivated, he has not the intelligence for this 
type of therapy, geographical or financial condi- 
tions make it impossible to carry out, etc. Even 
if all these factors are favourable the community 
psychiatrist is only able to take on a relatively 
few neurotic patients if he is to keep any time 
free for the other demands that are made upon 
him. Therefore he will have to pick and choose 
carefully whom he is going to give his time to 
in treatment: the rest will have to be handled 
by environmental manipulation, social service 
contact, referral back to the family doctor, etc. 
Unfortunately it is just here that most general 
practitioners want help, and when the patient is 
sent back to them with no more than a diagnostic 
formulation and more or less vague suggestions 
about treatment that difficulties begin to arise 
between the psychiatrist and the G.P. 

(c) Psychosomatic problems. — Nearly every- 
one today admits that many of the patients who 
have organic lesions have emotional problems 
which contribute to these lesions. Just what the 
psychiatrist’s position is in the treatment of this 
type of patient is something I am not entirely 
clear about. It is my impression that more and 
more opinion is developing that these patients 
on the whole do not do well with uncovering 
psychotherapy—in fact, in many cases there are 
dangers to this type of treatment. Rather, 
management consists in proper manipulation of 
the patient’s environment to meet basic person- 
ality needs and psychotherapy remains at the 
supportive level and can be carried out by most 
good doctors. 


In addition to these more or less specialized 
medical functions, I feel that the psychiatrist has 
the responsibility of keeping before the profes- 
sion in the community the fact that there is an 
emotional factor in all illness—-that we treat 
people who are nearly always upset and not 
organs. This can best be accomplished by at- 
tendance at medical meetings and taking an 
active part in d.scussion. One finds that there are 
very few cases presented at most medical meet- 
ings that have not a psychiatric implication—not 
infrequently that proves to be the most im- 
portant issue. Too long psychiatrists have walled 
themselves off and refused to take part in the 
give and take of medical meetings free-for-alls. 
I feel there is one special point that might be 
mentioned here—that someone frequently has to 
insist at such meetings that patients be treated 
as human beings and not as deaf and dumb 
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stomachs and spleens that you can say anything 
you want to in front of. 

The above is a brief statement of how I feel 
the psychiatrist functions in the strictly medical 
aspects of his community service. In actual prac- 
tice it soon becomes obvious that certain mis- 
understandings and difficulties develop with 
other members of the medical profession and less 
frequently with the public which make this job 
harder or less effective than it otherwise would 
be. In the interest of better understanding and 
more effective co-operation it seems to me wise 
to speak frankly of the difficulties that are likely 
to develop between the psychiatrist practising in 
a community and other members of the pro- 
fession. If some of these difficulties could be 
ironed out this would be the most important 
part of this paper. The following seem to me the 
most important points: 


1. Both parties are unduly sensitive and 
suspicious of the other. There is no doubt that 
the general practice of medicine has changed 
greatly as a result of the recent upsurge of 
psychiatry. For example, as an intern in the 
Victoria General Hospital 15 years ago I can 
only remember two psychiatric diagnoses in the 
course of a full year. Now it is not unusual. for 
the psychiatric service to see 40 to 50 new con- 
sultations monthly despite the fact that the 
actual bed capacity of the hospital has changed 
but little. The general medical man then con- 
stantly sees his patients being shoved off for 
consultation and treatment to a new specialty, 
that seems to feel that practically everything he 
sees belongs to it. If he tries to resist this 
trend, he finds that the public is so educated by 
Hollywood, women’s magazines, lay societies, 
etc., that they demand such referrals whether 
the doctor agrees or not. This cannot help but 
be a threatening situation: it can only be miti- 
gated by the community psychiatrist being 
scrupulously careful only to take patients on 
referral from his colleagues and to make sure 
that they are kept in the picture as the patient's 
“doctor” all the way through. 

This situation is made worse by the fact that 
the medical practitioner often feels that the psy- 
chiatrist is unduly critical of what has been done 
for the patient before and sometimes takes no 
pains to hide this criticism from the patient or 
from other colleagues. Unfortunately there are 
many things that contribute to this situation, not 
the least of which is the psychiatrist’s own in- 
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security which renders him aggressive to his 
medical colleagues. Experience seems to show 
him that he is often the butt of more or less 
joking references and woe be unto him if he 
makes a mistake and calls an organic lesion 
functional. This attitude makes him only too 
ready to strike back and to chuckle with glee 
when he finds the organicist making the op- 
posite mistake. In all fairness, it must be stated 
that the psychiatrist is in an extremely difficult 
position here. It is certainly not an unusual situa- 
tion to be faced with a woman who has had two 
or three abdominal operations which have 
proved ineffective and who has been finally told 
by the surgeon responsible that there is now 
nothing wrong but “nerves” and that it is “all 
in her head”. To get rid of her, he finally makes 
a psychiatric referral; the psychiatrist must con- 
vince her that there is no physical cause for her 
pain now and at the same time leave her with 
the impression that she previously had physical 
illness which justified repeated surgery for what 
to everyone seems to be the same pain. I must 
confess that I find this a very difficult situation 
to resolve in a mutually satisfactory way. The 
saving grace is that most of these multiple sur- 
gery patients have reached the point of no re- 
turn, so little is gained by frankness anyhow. -The 
only treatment for this mutual distrust seems to 
me to be the establishment of good communi- 
cations between medical man and _ psychiatrist 
and in a tolerant way each recognizing the 
other's sensitivities and working together for the 
patient’s good. : 

2. A second group of difficulties revolves 
around the fact that the methods and conditions 
of psychiatric practice are vastly different from 
those of general medical practice and unless this 
is understood by the general medical man he is 
apt to feel resentful at some of the psychiatrist's 
actions. Specific points that come to mind here 
are: 


(a) The psychiatrist’s insistence on seeing pa- 
tients only by appointment and his refusal to 
crowd extra patients into an overcrowded day. 
It must be insisted that the essence of successful 
psychiatric diagnosis and therapy is time. It . 
seems to me useless to see a new patient (indeed 
more than useless—unfair) unless one has at 
least three-quarters of an hour to spend with 
him. If one already has all the hours of one’s day 
booked there is nothing much one can do when 
a patient casually drops in your office at 2:00 
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p.m. saying that he has travelled 200 miles to 
see you and certainly must catch the 4:30 p.m. 
back home so that he can do the milking that 
night. To see that man for fifteen minutes is un- 
fair to all—most of all to the patient who has 
already been promised that time, and is short 
changed for this reason. I am sure the referring 
physician is extremely annoyed when such a 
patient arrives angrily home not having seen the 
psychiatrist. I know no solution to the problem 
except the education of those who refer patients. 

(b) The psychiatrist’s reluctance to see neurotic 
patients who do not want to see him. It appears 
to me that motivation is essential if the patient 
is to get psychiatric help. If he comes because 
his doctor bullied him into coming, or his wife 
wheedled him to do so, his main motivation is 
to prove to the interested party that the idea was 
all wrong in the first place. Thus, he goes home 
disgruntled, convinced he got no help (as he 
didn’t) and triumphantly announces that his 
doctor was all wet to think a psychiatrist could 
help him. Psychotic patients must be sent against 
their will. I do not believe that neurotic patients 
should. 

(c) Coupled with the above is the psychiatrist's 
(or at least some psychiatrists, including myself) 
refusal to do house calls unless it is to commit the 
psychotic patient. I feel that rarely does one 
accomplish anything that the general practi- 
tioner cannot do by visiting the patient at home. 
In the neurotic, the refusal to go to the office is 
either the expression of massive resistance or an 
expression of infarttile and omnipotent trends 
that must be got around and not pandered to. 
There are certain exceptions to this rule—pos- 
sibly the paralyzed hysteric—but never yet have 
I been able to conduct a satisfactory interview 
perched on the side of the bed with mother or 
hubby hovering round about. Even in this situa- 
tion my preference would be to demand hos- 
pitalization and treatment there. What is usu- 
ally wanted of the psychiatrist who makes home 
visits is some “good nerve tonic, doctor”. I do not 
fancy that my ability to write prescriptions is 
enough better than that of the G.P. to justify the 
extra charge. 

(d) The psychiatrist’s refusal to accept certain 
patients whom he does not feel can be helped. 
Very often these patients are the very ones the 
surgeon is most anxious to get rid of—the much 
operated-on neurotic, the psychopath, the 
chronic schizophrenic or the mentally retarded. 
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Finally, after much medical manipulation the 
physician magnanimously decides this is a psy- 
chiatric problem and, filled with good will, 
makes the referral to a psychiatrist. Before his 
sigh of relief has fully expired the patient is back 
on his doorstep with a note saying that this pa- 
tient is emotionally disturbed, there is no indica- 
tion for special psychiatric therapy and the pa- 
tient is returned for reassurance, mild sedation 
and so on. No wonder the doctor sees red, and 
yet, it must be understood that just as there are 
inoperable carcinomas, so there are personality 
disturbances that are malignant and fixed and 
do not justify special therapy. Just as the surgeon 
must return such patients to the family caches, 
so must the psychiatrist. 

(e) The psychiatrist's tendency to make public 
speeches. Despite the fact that the code of ethics 
of the C.M.A. states, “It is legitimate and even 
desirable that topics relating both to medical 
science and to policy and to public health and 
welfare should be discussed by physicians who 
can speak with authority on the question at 
issue”, there is still considerable suspicion of the 
physician who speaks to lay audiences on medi- 
cal topics. The community psychiatrist does a 
great deal of this for the following reasons: 


He is working in a field where there is still a vast 
amount of public superstition and misinformation. Unless 
this can be corrected, the possibility of successful treat- 
ment of many mental illnesses is non-existent. 

Psychiatric treatment involves the participation of the 
—, his relatives and the community in which he 
ives. Unless the level of psychiatric information in the 
community is high this co-operation will not be forth- 
coming. 

It is our belief that many psychiatric illnesses can be 
prevented by suitable aan ygiene measures which 
involve the way children are treated in their homes, 
their schools and their communities. Unless what we 
know about the prevention of mental ill health is widely 
circulated, there is little hope of cutting down this area 
of human suffering. 


For these reasons then, it appears to me to be 
necessary for the community psychiatrist to look 
on public education as an essential part of his 
contribution to community health and one which 
should not be neglected. 

The above discussion concerns itself almost 
entirely with the medical aspects of the com- 
munity psychiatrist's job. Unfortunately there 
will be many other demands on him as well. 
Certainly he will not be able to limit his func- 
tioning to the purely medical matters described 
above. He will be constantly in demand by 
many social agencies of the community for help 
of all sorts in dealing with problems of be- 











Canad. M. A. J. 
Jan. 1953, vol. 68 


haviour. Areas where it appears to me he can 
function most advantageously are the following: 

Schools._Here there will be problems of 
children who are not progressing satisfactorily 
or who are behaviour problems. Experience has 
shown that most school teachers are eager for 
psychiatric guidance and advice in these circum- 
stances. 

Juvenile courts.—There are few courts in 
Canada that are provided with adequate psychi- 
atric services yet here is an area where a real 
contribution can be made. 

Child placement agencies such as the Chil- 
dren’s Aid Societies, etc. 


Adult courts.—More and more the legal pro- 
fession is becoming conscious of the need for a 
study of their particular segment of disturbed 
behaviour and though they commonly seek psy- 
chiatric aid at the moment as a last resort to keep 
someone from hanging they can be educated to 
a more productive use of our special skills. 

In addition to these more or less professional 
contacts with various types of agencies as a 
citizen of the community the psychiatrist will 
naturally take on certain duties as any other 
publicly minded citizen does. He has available 
a specialized type of knowledge which should 
be made available to many organizations which 
have need for it. For example, in Nova Scotia in 
the past ten years psychiatrists have served in a 
variety of such community positions, e.g., chair- 
men of child health committees of several service 
clubs, of the parent education committees of 
provincial home and school association, director 
of the Y.M.C.A., to name only a few. It is my 
personal belief that these are excellent oppor- 
tunities for the psychiatrist to serve the com- 
munity. That these beliefs are not widely shared 
by my professional brethren is evidenced by an 
open vote taken at a meeting of some 200 
psychiatrists when it was apparent that only 
about 20 had ever taken part in any such com- 
munity activities. 

These last statements lead me to a related 
issue which I feel is the concern of psychiatry 
in the present state of medical growth, namely, 
acting as a liaison between various other pro- 
fessions interested in human behaviour and 
medicine. Certainly it is becoming apparent that 
the doctor can no longer confine his attention to 
a sick person but must extend his interest to the 
patient’s environment—to his home, his com- 
munity, his job, etc. At the university level, this 
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means interdisciplinary work with the depart- 
ments of sociology, psychology, etc. At the com- 
munity level it means co-operation with social 
agencies as mentioned above and with individual 
public health nurses, social workers, etc. My ex- 
perience is that most medical men have little 
real appreciation of the rédle these ancillary 
services play in a total health service. Our 
historical development has been such that the 
psychiatrist is most often the person who has had 
to interpret these people to our medical col- 
leagues. In our local scene, for example, the first 
social worker employed in a medical setting was 
in our psychiatric clinic. There are still too many 
physicians who feel that the social worker’s main 
function is to make sure that no one who can 
pay private fees is admitted to the hospital’s 
public wards. 

In summary, then, the modern psychiatrist has 
come a long way from the place of his origin in 
the mental hospital to become an active member 
of the community medical services. Here his 
primary function is the care of patients who are 
ill because of emotional disturbances as well as 
to point out the need for attention to the whole 
person in any illness. As well as these strictly 
medical functions he will find it necessary to 
operate as a specialist in human behaviour in 
many agencies dealing with community prob- 
lems. 

One of the greatest contributions he can make 
is to serve as a liaison officer between these 
agencies and the medical profession since there 
is a great need for the interpretation of each to 
other. When social agencies become aware of 
the presence of organic disease as a contributing 
factor in many of their problems, and when the 
medical profession becomes aware of the im- 
portance of social pathology which contributes 
to almost all human illness, then the need for 
psychiatrists will be lessened, the demands that 
are made on him will be more strictly limited to 
his proper area of functioning, psychopathology, 
and he may, perhaps then in some measure be 
able to perform more adequately in his own 
proper field. 
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Reform is affirmative, conservatism negative; conserva- 
tism goes for comfort, reform for truth._EMERSON. 
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THE PRESENT STATUS OF 
ANTICOAGULANTS IN 
THROMBO-EMBOLIC 
DISEASE* 


EDWARD S. MILLS, M.D., 
Montreal 


IT MAY BE STATED with reasonable accuracy that 
’ the proper use of anticoagulants would, during 
this year, save the lives of three thousand Cana- 
dians likely to die as a result of thrombo-embolic 
disease. Barnes’ has estimated that there are 
34,000 deaths from pulmonary embolism in the 
United States each year. Seventy-seven died 
from this complication in the Montreal General 
Hospital between the years 1948 and 1951. Nine- 
tenths of such cases may now be prevented by 
methods which delay the process of blood 
clotting, provided the thrombo-embolic process 
which leads to embolism be recognized and 
treated promptly. It is of these methods of pre- 
vention and treatment that I wish to speak. 

Prevention.—Familial trends towards excessive 
clotting are more numerous than towards ex- 
cessive bleeding. Any patient giving such a 
history and confined to bed should receive 
prophylactic treatment before thrombo-embolic 
disease has made its appearance. Barker? and 
others have shown that the incidence of this 
complication is many times greater than average 
in those with a family history of clotting, and this 
is likewise true of a person who has suffered 
from a previous attack. 

The modern trend of getting patients out of 
bed at the earliest time consistent with the 
proper treatment of the disease for which they 
are confined has done much to reduce the 
incidence of thrombo-embolism. Too little at- 
tention has been paid to passive exercise of the 
lower extremities during the period of bed rest 
if the patient is unable to carry out simple 
exercises himself. While we devote time to the 
question of diet, operation of the bowels and 
urinary bladder, the pulse and the blood pres- 
sure, the matter of muscle tone and venous re- 
turn in the lower extremities is overlooked, 
therapy frequently jeopardizing the patient's 
life. Of lesser importance is the pressure exerted 
by the Goetch frame in constricting the venous 
return at the knees. In this connection a recent 
*Read before the General Session at the Annual Meeting 
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report from Boston® indicates that elastic stock- 
ings applied when the patient is confined to bed 
will reduce the incidence of pulmonary embol- 
ism subsequent to phlebothrombosis in the leg 
veins to negligible proportions. If confirmed, the 
method offers a solution to the problem which 
can be recommended both on the grounds of 
simplicity and economy. 

Anticoagulant therapy.—Anticoagulants never 
dissolve clots already formed. They inhibit or 
prevent extension of the clot or formation of new 
clots. For this reason it is imperative to recognize 
the initial process of clotting as soon as it has 
occurred and start treatment at once. 

What is meant by early therapy?—Early 
therapy means the recognition of thrombosis as 
soon as it has occurred or at least within a few 
hours of its occurrence—perhaps before the pa- 
tient is aware that it has occurred. In dealing 
with arterial thrombosis or embolism recognition 
is usually not difficult, because of pain and out- 
spoken circulatory changes. 

On the other hand, the onset of venous throm- 
bosis, particularly that known as phlebothrom- 
bosis as compared with thrombophlebitis, is 
likely to be almost asymptomatic and the more 
silent it is the more likely is it to embolize. 

How many physicians examine daily the legs 
of patients confined entirely to bed? Not one in 
ten—yes, not one in twenty—and yet it is often 
the only means of discovering at an early stage 
the most frequent and deadly complication en- 
countered in such patients. Most emboli which 
lead to sudden death come from the superficial 
femoral vein or its branches. The patient may or 
may not be aware of calf pain—usually not if he 
is confined to bed. If he gets out of bed there 
is pain on walking. The wise physician will look 
daily for calf tenderness. He will stretch the 
muscles of the calf by dorsiflexing the foot to see 
if it evokes pain (Homans’ sign) and he will look 
for dilatation of the superficial veins of the leg— 
an early and valuable sign of occlusion of the 
deep veins. Finally should any of these signs be 
present he will measure the calf and compare it 
with its fellow. Here the tape measure is quicker 
than the eye in detecting minimal degrees of 
swelling. In the medical wards of the Montreal 
General Hospital it is the duty of nurses to 
palpate the calves of bed-ridden patients when 
they take the temperature and pulse and report 
at once any tenderness. 
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Why are such cases often asymptomatic and 
likely to cause death from embolism?—The rea- 
sons are these. The process usually starts in the 
deep vein or veins of the calf—at least 90% of 
major pulmonary emboli come from this site— 
the thrombus is anchored to a short section of 
vein by a mild local inflammatory process which 
often does not cause pain unless the patient uses 
the leg. From this small area of attachment to 
the vessel wall the thrombus grows proximally, 
building up a long tail, free in the upward rush- 
ing blood stream, each hour adding to its length 
until it may reach a length of several feet—more 
deadly than the Sword of Damocles. Muscular 
activity—usually the patient’s first efforts at walk- 
ing—leads to the separation of the non-adherent 
part with plugging of the pulmonary artery and 
death. 

The physician should come to grips with the 
situation before there is any degree of propaga- 
tion of the thrombus and he will do one of two 
things without delay. He will either ligate the 
superficial femoral vein just distal to the entrance 
of the profunda femoris or he will prescribe anti- 
coagulants at once. Since this presentation is not 
concerned with the relative merits of ligation as 
opposed to the use of anticoagulants, discussion 
will be limited to the latter. Suffice it to say that 
ligation permits the patient to become ambula- 
tory at once and effectively prevents emboliza- 
tion from that site. Anticoagulant therapy should 
be started immediately the phlebothrombosis is 
recognized. 

Types of anticoagulants.—Anticoagulants be- 
long to two groups: (a) heparin, which acts 
upon the clotting mechanism latent in the circu- 
lating blood. Its action is therefore instantaneous. 
Likewise its effect can be terminated almost as 
quickly. It is however effective only when given 
intravenously or parenterally—a great disad- 
vantage where prolonged therapy is required. 

(b) The second group of drugs, the coumarins 
—which include dicoumarol, Danilone and Tro- 
mexan—have no effect on the circulating blood. 
They reduce the clotting tendency by reducing 


production of one of the prothrombin compounds: 


in the liver, hence their action is slower and 
much more prolonged. Furthermore the effect 
cannot be terminated promptly. They have the 
great advantage of being effective when given 
by mouth. It is now customary in long-term 
therapy to give both drugs at once, stopping the 
heparin in 48 hours when the coumarin effect is 
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obtained. During the first 48 hours the effect is 
gauged by the coagulation time, which should 
be done at least twice daily. The coumarin effect 
is determined by the prothrombin time done 
daily. Double the normal values are regarded as 
optimal effects. This therapy must be continued 
until the thrombus is firmly anchored in its en- 
tire length to the vessel wall, a matter of at least 
two weeks—often longer. 

In dealing with thrombo-embolic disease 
other than femoral phlebothrombosis early 
recognition and prompt therapy are equally im- 
portant. Deaths from coronary occlusion can be 
cut in half,* blindness can be prevented in a high 
proportion of cases of thrombosis of the retinal 
vessels and gangrene from visceral vascular oc- 
clusion reduced materially. But every rose has 
its thorn. 

What are the thorns in anticoagulant therapy? 
Probably the most annoying problem is control 
of therapy. 

Control of therapy. — Heparin effect is con- 
trolled without much trouble because the dura- 
tion of effect is short and its action fairly con- 
stant. It is not practicable to use it over long 
periods of time, so it is usually replaced by one 
of the coumarins. Of these, dicoumarol has the 
most prolonged effect and is most difficult, to 
control. Danilone and Tromexan have a less pro- 
longed action and are less likely to send the pro- 
thrombin time to dangerously high levels. Hence 
they are preferable to dicoumarol for long term 
treatment. 

Diseases likely to create difficulties —There 
are certain conditions under which coumarin 
therapy should be prescribed with caution lest 
the drug produce hemorrhage. Blood dyscrasias 
should be ruled out. Liver and kidney disease 
call for modified dosages since the drug acts on 
the one and is excreted by the other. When liver 
damage exists the effect of an ordinary dose is 
likely to be much greater. Likewise if excretion 
is slow an enhanced effect may be anticipated. 

Hemorrhage.—Should the prothrombin time 
rise above 100 seconds, the risk of hemorrhage 
is a real one particularly in cases where there are 
ulcerating surfaces such as a duodenal ulcer or 
an open wound—for example the bed of the 
prostate after removal of the gland. As a rule, 
tightly sutured wounds do not bleed, unless the 
prothrombin time is much in excess of 100 
seconds. Furthermore, thrombo-embolism is rare 
during the period immediately following opera- 
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tion, so the need for anticoagulants is seldom en- 
countered before the fifth postoperative day. 

The following figures illustrate the results of 
therapy in series of cases sufficiently large to be 
statistically significant. 





Postoperative venous thrombosis:? 











I oe io nr apie e kanes bene ae 352 
Expected pulmonary infarction................ 88 
Actual number in treated cases................ 9 
Expected fatal embolism...................... 20 
PUR TA GUIs i ook i ek pec evtdigs <a. 
Treatment of pulmonary embolism:? 
UE UE IE ios 6 5h. EPs creer dg vows’ 329 
Expected subsequent thrombosis or embolism. . 144 
Actual subsequent thrombosis or embolism...... 3 
Expected subsequent fatal embolism............ 60 
Actual subsequent fatal embolism.............. 1 


Coronary thrombosis :* 
Number of cases treated 


Controls S24: treated 400.2... 66. .k eeoceees 724 
DORRUDEP MEIN So Sie bic oe CARER wars iv euaemtarcnne 75 
RRR Ok as Ee I fea 4 Sch Sak Ae tae 52 
Thrombo-embolic complications: 
RONINNINE dc ais ive SRE RS ca ee 63 
ER rere pe re eT 36 





These figures may be duplicated in any hospital 
provided the doses of anticoagulant are ade- 
quate to produce the therapeutic effect and what 
is just as important, provided the thrombosis is 
recognized early and adequately treated. 
Failures usually result from (a) delays in com- 
mencing therapy, (b) failure to maintain the co- 
agulation or prothrombin time at satisfactory 
therapeutic levels and (c) abandonment of ther- 
apy too early. Other thrombo-embolic processes 
which have been successfully treated include 
thrombosis of the retinal vessels, visceral throm- 
bosis and arterial occlusion in the lower 
extremities. 

Long term therapy of heart disease.—Anti- 
coagulants, particularly the coumarins, are 
assuming a more and more important réle in the 
treatment of arteriosclerotic and other types of 
chronic heart disease. The incidence of throm- 
botic or embolic lesions in individuals who are 
in and out of congestive heart failure is exceed- 
ingly high. Probably four out of five of such pa- 
tients show, at autopsy, evidence of this process. 
Auricular fibrillation imposes a particularly great 
likelihood of mural thrombi within the auricles 
of the heart and these are prone to separate from 
the endocardium, leading to death or chronic 
invalidism. All such cases should receive cou- 
marin therapy when confined to bed during 
periods of failure. Those who exhibit a clotting 
tendency should receive the drugs indefinitely. 
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I have, in such cases maintained a prolonged 
prothrombin time over a period of several years 
with periodic checks of the prothrombin time to 
ensure a continuous therapeutic effect. For this 
purpose Tromexan is the best drug as it appears 
to produce a less labile effect and to be less 
toxic. To date no large well controlled series of 
cases have been reported but many lives are 
being saved and many more will be saved by the 
general acceptance of this method of therapy. 

Methods of controlling toxic effects Should 
therapy result in hemorrhagic effects, what is 
the risk of serious bleeding and how may the 
process be controlled? In a series of 2,000 cases 
treated by coumarin compounds, death from 
hemorrhage was 1/10%. Minor hemorrhages 
such as hematuria, epistaxis and localized ec- 
chymoses occurred in about 4% of treated cases, 
More serious bleeding usually from postopera- 
tive wounds or from gastro-intestinal ulceration 
has been reported in about 2%. 

In the case of heparin, the effect can be 
stopped instantly by the intravenous injection of 
5 to 10 c.c. of protamine sulphate. Bleeding due 
to coumarin compounds can be controlled by 
transfusions of fresh blood and also by vitamin 
K parenterally or intravenously though more 
slowly. In this connection the dose of vitamin 
K should be a generous one. One hundred milli- 
grams of the synthetic vitamin should be admin- 
istered intravenously as an initial dose and 50 
mgm. every 4 hours for 6 doses. The effect will 
usually be evident within 24 hours. 


SUMMARY 


In conclusion it may be stated that antico- 
agulants can be used safely and effectively in the 
control of thrombo-embolic disease—both venous 
and arterial—provided it is used early and ade- 
quately. Failures as a rule are due to late and 
inadequate therapy. The risk of hemorrhage 
from the use of the drugs is minimal when they 
are employed under controlled conditions and 
wiih due regard to certain intercurrent diseases, 
likely to modify their effect. 

- Thousands of deaths each year could be pre- 
vented if the profession generally accepted this 
type of therapy and learned to use it effectively. 
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RESUME 


Cette année, trois mille morts seraient évitées au 
Canada, si on employait les anticoagulants 4 bon escient 
dans les cas de thrombose ou d’embolie; car, neuf dixié- 
me des mortalités peuvent étre prévenues si ces processus 
morbides sont décelés et traités précocement. 


Tout patient alité donnant une histoire de coagulation 
excessive, devrait étre traité prophylactiquement, et les 
jambes de tous ceux que l’on confine au lit devraient 
étre examinées au jour le jour. Certains préconisent 
méme le port de bas élastiques chez ces malades. 


Comme les anticoagulants ne dissolvent pas le caillot 
déja formé mais ne font qu’empécher son extension ou 
la formation de nouveaux caillots, il est trés important 
de faire un diagnostic et un traitement précoces, i.e. 
ligature de la veine ou administration d’anticoagulants: 
Héparine, Dicoumarol, Danilone du Tromexan. L’héparine 
a une action plus rapide mais plus courte que les 
coumarines qui prennent plus de temps 4 agir et qui ont 
une action plus prolongée; cette action étant jugée par 
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la. détermination du temps de prothrombine alors que 
Yaction de ’héparine est suivie par le temps de coagula- 
tion. Habituellement les deux types de drogues sont ad- 
ministrées dés le début, héparine étant cessée aprés 48 
heures, moment auquel les coumarines commencent 4 
agir. Le traitement doit étre fait pendant au moins deux 
semaines. Il doit étre administré avec prudence chez 
les patients souffrants de maladies de la crase sanguine, 
du foie ou des reins ou encore chez les opérés. Les 
échecs proviennent soit du retard 4 commencer le traite- 
ment, soit d’un mauvais contréle du temps de prothrom- 
bine ou de la cessation prématurée du traitement. Les 
anticoagulants exercent um - effet salutaire chez les 
cardiaques chroniques et les artérioscléreux. 

En ce qui concerne la toxicité; la mort par hémorragie 
n'a été causée que dans 1/10% des cas avec les composés 
type coumarine. En cas d’hémorragie il faut donner 100 
mgm de Vitamine K I.V., puis 50 mgm 4 toutes les 4 
heures pour 6 doses en plus de transfusions de sang frais. 
Si ’hémorragie est causée par lhéparine, le sulfate de 
protamine 4 la dose de 5 a 10 cc. L.V. doit étre ad- 
ministré. 





THE TONSIL AND 
ADENOID PROBLEM* 


G. EDWARD TREMBLE, M.D., Montreal 


THE REMOVAL of tonsils and adenoids is one of 
oldest operations known to mankind. It is only 
perhaps antedated by tracheotomy. The opera- 


tion was first described by Celsust who lived. 


before the beginning of the Christian era (53 
B.C.-A.D. 7). He carefully outlined the pro- 
cedure in his De Medicina (VII, 12) and recom- 
mended the complete removal of the tonsils. In 
part he stated that “indurated tonsils result from 
inflammation and, as they are only covered by a 
very thin membrane, to remove them it is only 
necessary to separate them all around with the 
finger-nail and tear them out—in other words, 
enucleate them with the finger.” If this is not 
possible, Celsus advised that the tonsils should 
be grasped with a hook and excised with a 
bistoury. Although he did not seem to be con- 
cerned about severe hemorrhage, he suggested 
that the wound be washed with vinegar “and 
the proper remedies used to arrest the bleeding.” 
At that time nothing was known of the adenoid. 

Five hundred years later Aétius of Amida, on 
the Tigris (A.D. 500-550), described tonsil- 
lotomy as one of the most ancient of surgical 
operations. He stated, “The tonsil is to be pulled 
forward by a hook, and the projecting part cut 
off with a knife, but the incision must include 
only the prominent portion, as there is danger 


*Presented at the Canadian Otolaryngological Society, 
Banff Springs Hotel, Alberta, June 21, 1952. 
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of hemorrhage if the gland is incised too 
deeply.” This is one of the first references to 
severe bleeding.’ 


Eleven hundred years later, Richard Wiseman* 
(1622-76), in his Chirurgical Treatises, described 
the methods he employed and gave the history 
in some of his cases. “After drawing the tonsil 
out as far as possible, he placed a ligature 
around its base, and then excised it with scis- 
sors.” He also frequently used escharotics and 
the actual cautery when he had reason to fear 
hemorrhage or when the tonsil was very ad- 
herent. 


The French surgeon Pierre Joseph Desault* 
(1745-95) appears to have been the first to use 
a special instrument for the removal of the 
tonsils. By means of his uvulotome he performed 
tonsillotomy, but at times he also made use of a 
ligature which he placed around the tonsil and 
tightened daily for a day or two until the tonsil 
came away. 

In 1820 Philip Syng Physick’ (1768-1837) of 
Philadelphia, an Edinburgh graduate of 1792, 
published the method he employed for the re- 
moval of “scirrhous” tonsils. He used a soft wire 
placed around the tonsil by means of a double 
cannula. In 1828 he modified a uvulotome de- 
signed by Benjamin Bell and called it a tonsil- 
lotome. This was the original guillotine and all 
subsequent modifications have followed the pat- 
tern of this instrument. As a result Physick has 
often been called “the father of American 
surgery.” In writing of the operation Physick 
stated that it is 
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“Easy to cut off the whole or any portion that may be 
necessary of the enlarged tonsil in this manner. The 
operation can be finished in a moment of time. The pain 
is very little, and the hemorrhage so moderate that it 
has not required’ any attention in four cases in which 
the doctor has lately performed it.” 


Many of his American colleagues devised 
modifications of this instrument but really Morell 
Mackenzie,° about 1865 did more to popularize 
the tonsil operation than perhaps anyone else. 
He modified and improved the guillotine of 
Physick and the results in his hands were ex- 
cellent. Through his writings this instrument 
became so well known that until the early years 
of this century it was the method of choice. 
However, during the past fifty years, with im- 
provements in surgical technique, more and 
more operators have resorted to dissection and 
snare in the removal of tonsils. 

Although the anatomy of the tonsils had been 
known in some detail and described by the 
ancients, it was KOolliker of Brussels who first 
studied their structure under the microscope in 
1852. He noted the follicles near the surface with 
the covering epithelium and suggested that they 


were connected with the general lymphatic sys-. 


tem and similar to the Malpighian corpuscles of 
the spleen. In 1884 Waldeyer’ described the ring 
of lymphoid tissue which surrounds the air and 
food passages. The “ring of Waldeyer” situated 
at the cross-roads of the trachea and cesophagus 
is composed of the palatine tonsil, the lingual 
tonsil, the lateral pharyngeal bands, the tubal 
tonsil (i.e. lymphoid tissue often seen on the 
posterior lip of the Eustachian tube) and the 
adenoid, or tonsil of Luschka. This arrangement 
of lymphoid tissue is not at all well understood 
even at the present time. We do know however 
that the adenoid tends to atrophy after puberty 
and as a rule disappears entirely between 
eighteen and twenty years of age. ; 

In view of this it would appear that these 
various groups of lymphoid tissue act as a means 
of defense at the entrance of the respiratory and 
digestive systems in the first ten or twelve years 
of life. During early childhood they tend to 
enlarge with any acute throat infection and of 
course it is at this age period that infectious 
diseases are most prevalent. It should be kept in 
mind that the majority of children build up a 
natural immunity to upper respiratory infections 
between six and seven years of age and this is 
the period when tonsillectomy is most frequently 
performed. 
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The tonsillar crypts, with the proper warmth 
and moisture, act as ideal test tubes and favour 
the growth of pathogenic organisms. When the 
epithelial lining of the crypts degenerates and 
is cast off, the bacteria and their toxins are in 
the direct pathway to the adjacent lymph nodes 
and the circulating blood. It is likely that many 
of the specific germs which are responsible for 
the various infectious diseases gain entrance by 
way of unhealthy tonsils. Doubtless in the case 
of scarlet fever this is the source and in measles 
they are the probable point of entry. 

It is thought that many cases of acute rheu- 
matic fever and typhoid originate in the tonsils 
and possibly some forms of nephritis. The mem- 
brane in diphtheria is most commonly situated 
on the surface of the tonsils. When chronically 
infected they lose their defensive properties and 
act as culture media. It is a known fact that chil- 
dren with enlarged adenoids seem to be more 
susceptible to diphtheria and severe nose, throat 
and ear complications. 


THE INFECTION OF THE TONSIL 


To begin with—when are tonsils normal and 
when are they abnormal? In other words when 
are tonsils infected? This, of course, is a very 
difficult question to answer in view of our 
present knowledge. Swabs taken a few hours 
after birth and cultured are almost invariably 
sterile. Within a few days staphylococci appear 
which correspond to those found on the skin of 
the nursing mother. Non-hemolytic strepto- 
cocci make their appearance within a day or 
two, likely from the attending nurses, followed 
by Gram-negative cocci and some diphtheroids 
even in healthy infants. Hemolytic streptococci 
are not usually found in very young babies but 
are commonly seen in healthy adults together 
with non-hemolytic streptococci, pneumococci, 
Gram-negative cocci, B. influenzz and diphther- 
oids. 

A bacteriological study carried out at the 
Mayo Clinic by Nakamura on a group of 1,250 
so-called “infected” tonsils showed that 52% 
contained hemolytic streptococci, 58% S. 
viridans and 18% various other forms of attenu- 
ated streptococci with some indifferent organ- 
isms. The tonsils had been removed because of 
repeated attacks of tonsillitis. It was also noted 
that hemolytic streptococci were more numerous 
during the winter months and decreased in the 


summer. 
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Epstein® has shown how difficult it is to ap- 
praise the degree of infection from the appear- 
ance of the tonsils. He made an attempt to cor- 
relate the findings of pediatricians and 
laryngologists with microscopic sections after 
tonsillectomy in 152 children. His observations 
showed no relation between the severity of the 
symptoms in comparison with the appearance of 
the tonsils and the degree of infection found 
histologically. Also, the size of the tonsil had no 
bearing on the relief of symptoms following 
operation. 

Another important point was that he could 
not correlate the pathological evidence of infec- 
tion with a history of repeated sore throats or 
give any idea as to the prognosis. Redness of the 
anterior pillar has been considered by many as 
pathognomonic of a streptococcal infection. He 
could not find any relation between this redness 
and the degree of infection present. In many 
tonsils which showed marked infection, the 
anterior pillars were pale in appearance, while 
many with marked reddening of the anterior 
pillars were innocent. He thought that cryptic 
tonsils which contained epithelial debris were 
usually infected. (This point might easily be dis- 
puted.) 

In conclusion he stated: 

“The physician does not know an infected tonsil when 
he sees one. There is nothing to lead one to feel that the 
appearance of the tonsils should ever influence one’s 
judgment on the advisability of removing them. In chil- 
dren at least it would have a salubrious effect on the 

hysician’s attitude if he abandoned the diseased and 

Seuinadidal tonsils and adenoids and substituted fre- 
quent sore throats or whatever the complaint or indi- 
cation is. Whether tonsils were buried, cryptic, smooth, 
large or small bore no relation to the preoperative symp- 
toms or the degree of success of the operation.” 

Many others agree that the appearance alone 
should not be a sufficient indication for recom- 
mending removal except on the rare occasions 
when the tonsils are so large that the breathing 
is obstructed.’ °"! It is important to remember 
that tonsils normally enlarge between 4 and 6 
years of age when children tend to develop a 
natural immunity to upper respiratory infections. 
Also small, chronically infected, buried tonsils 
often show a higher bacterial count than hyper- 
trophied ones containing large crypts.’ 

For the past twenty-five years the term focal 
infection has been widely used. Numerous gen- 
eral diseases have been attributed to a “primary 
focus” in the teeth, tonsils, gall-bladder, ap- 
pendix, etc., and many needless operations have 
been performed to relieve indefinite aches and 
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pains. The successful results hoped for were not 
obtained and the early enthusiasm has waned to 
the point where the term “focus of infection” is 
now rarely heard. 

In the light of our present knowledge we can- 
not say whether a tonsil is infected or not. Swabs 
taken from acutely inflamed tonsils show similar 
organisms to those cultured from tonsils which 
appear innocent.’* Epithelial debris or cheesy 
plugs which can often be expressed from the 
crypts of healthy individuals are not as a rule 
harmful. On the other hand, when thick, creamy 
pus can be pressed out repeatedly, especially in 
the presence of fibrosis, there is more likelihood 
of absorption. 


Unfortunately the public have considered that 
a “strep. throat” is very serious and perhaps 
fashionable, but every laryngologist knows that 
many persons harbour hemolytic streptococci in 
pure culture in their tonsils without any un- 
toward symptoms. Except in rare cases when 
tremendously enlarged tonsils cause obstruction 
to breathing and development, the small ad- 
herent ones are more liable to be a potential 
source of infection than large tonsils with open 


crypts. 

In‘ recent years there has been a tendency 
toward pediatricians recommending the removal 
of the adenoid alone in cases of frequent colds 
and to leave the tonsils. This appears to be sound 
advice in the absence of repeated throat infec- 
tions. Although it is impossible to predict with 
any certainty the beneficial results of tonsillec- 
tomy, there are a few general conditions that are 
definitely helped. For instance, acute nephritis 
following one or more attacks of tonsillitis is 
often cleared up by removal of the tonsils. It is 
of course important to wait until the acute symp- 
toms subside before undertaking the operation. 
In this type of case a hemolytic streptococcal 
infection is frequently responsible. 

Laryngologists are called upon from time to 
time to express an opinion as to whether the 
tonsils are responsible in cases of acute rheu- 
matic fever or other forms of rheumatism. When 
a history of repeated throat infections is present 
especially just previous to joint pains, a good 
result can be expected by removal of the tonsils. 
The same may be said of endocarditis which is 
so often associated with “rheumatism” particu- 
larly in children. Although there is no assurance 
that subsequent attacks will be prevented, per- 
manent damage to the heart muscle or valves is 
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“Easy to cut off the whole or any portion that may be 
necessary of the enlarged tonsil in this manner. The 
operation can be finished in a moment of time. The pain 
is very little, and the hemorrhage so moderate that it 
has not ey attention in four cases in which 
the doctor has lately performed it.” 


Many of his American colleagues devised 
modifications of this instrument but really Morell 
Mackenzie,° about 1865 did more to popularize 
the tonsil operation than perhaps anyone else. 
He modified and improved the guillotine of 
Physick and the results in his hands were ex- 
cellent. Through his writings this instrument 
became so well known that until the early years 
of this century it was the method of choice. 
However, during the past fifty years, with im- 
provements in surgical technique, more and 
more operators have resorted to dissection and 
snare in the removal of tonsils. 

Although the anatomy of the tonsils had been 
known in some detail and described by the 
ancients, it was Kolliker of Brussels who first 
studied their structure under the microscope in 
1852. He noted the follicles near the surface with 
the covering epithelium and suggested that they 


were connected with the general lymphatic sys-. 


tem and similar to the Malpighian corpuscles of 
the spleen. In 1884 Waldeyer’ described the ring 
of lymphoid tissue which surrounds the air and 
food passages. The “ring of Waldeyer” situated 
at the cross-roads of the trachea and cesophagus 
is composed of the palatine tonsil, the lingual 
tonsil, the lateral pharyngeal bands, the tubal 
tonsil (i.e. lymphoid tissue often seen on the 
posterior lip of the Eustachian tube) and the 
adenoid, or tonsil of Luschka. This arrangement 
of lymphoid tissue is not at all well understood 
even at the present time. We do know however 
that the adenoid tends to atrophy after puberty 
and as a rule disappears entirely between 
eighteen and twenty years of age. 

In view of this it would appear that these 
various groups of lymphoid tissue act as a means 
of defense at the entrance of the respiratory and 
digestive systems in the first ten or twelve years 
of life. During early childhood they tend to 
enlarge with any acute throat infection and of 
course it is at this age period that infectious 
diseases are most prevalent. It should be kept in 
mind that the majority of children build up a 
natural immunity to upper respiratory infections 
between six and seven years of age and this is 
the period when tonsillectomy is most frequently 
performed. 
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The tonsillar crypts, with the proper warmth 
and moisture, act as ideal test tubes and favour 
the growth of pathogenic organisms. When the 
epithelial lining of the crypts degenerates and 
is cast off, the bacteria and their toxins are in 
the direct pathway to the adjacent lymph nodes 
and the circulating blood. It is likely that many 
of the specific germs which are responsible for 
the various infectious diseases gain entrance by 
way of unhealthy tonsils. Doubtless in the case 
of scarlet fever this is the source and in measles 
they are the probable point of entry. 

It is thought that many cases of acute rheu- 
matic fever and typhoid originate in the tonsils 
and possibly some forms of nephritis. The mem- 
brane in diphtheria is most commonly situated 
on the surface of the tonsils. When chronically 
infected they lose their defensive properties and 
act as culture media. It is a known fact that chil- 
dren with enlarged adenoids seem to be more 
susceptible to diphtheria and severe nose, throat 
and ear complications. 


THE [INFECTION OF THE TONSIL 


To begin with—when are tonsils normal and 
when are they abnormal? In other words when 
are tonsils infected? This, of course, is a very 
difficult question to answer in view of our 
present knowledge. Swabs taken a few hours 
after birth and cultured are almost invariably 
sterile. Within a few days staphylococci appear 
which correspond to those found on the skin of 
the nursing mother. Non-hemolytic strepto- 
cocci make their appearance within a day or 
two, likely from the attending nurses, followed 
by Gram-negative cocci and some diphtheroids 
even in healthy infants. Hemolytic streptococci 
are not usually found in very young babies but 
are commonly seen in healthy adults together 
with non-hemolytic streptococci, pneumococci, 
Gram-negative cocci, B. influenzz and diphther- 
oids. 

A bacteriological study carried out at the 
Mayo Clinic by Nakamura on a group of 1,250 
so-called “infected” tonsils showed that 52% 
contained hemolytic streptococci, 58% S. 
viridans and 18% various other forms of attenu- 
ated streptococci with some indifferent organ- 
isms. The tonsils had been removed because of 
repeated attacks of tonsillitis. It was also noted 
that hemolytic streptococci were more numerous 
during the winter months and decreased in the 
summer. 
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Epstein® has shown how difficult it is to ap- 
praise the degree of infection from the appear- 
ance of the tonsils. He made an attempt to cor- 
relate the findings of pediatricians and 
laryngologists with microscopic sections after 
tonsillectomy in 152 children. His observations 
showed no relation between the severity of the 
symptoms in comparison with the appearance of 
the tonsils and the degree of infection found 
histologically. Also, the size of the tonsil had no 
bearing on the relief of symptoms following 
operation. 

Another important point was that he could 
not correlate the pathological evidence of infec- 
tion with a history of repeated sore throats or 
give any idea as to the prognosis. Redness of the 
anterior pillar has been considered by many as 
pathognomonic of a streptococcal infection. He 
could not find any relation between this redness 
and the degree of infection present. In many 
tonsils which showed marked infection, the 
anterior pillars were pale in appearance, while 
many with marked reddening of the anterior 
pillars were innocent. He thought that cryptic 
tonsils which contained epithelial debris were 
usually infected. (This point might easily be dis- 
puted.) 

In conclusion he stated: 

“The physician does not know an infected tonsil when 
he sees one. There is nothing to lead one to feel that the 
appearance of the tonsils should ever influence one’s 
judgment on the advisability of removing them. In chil- 
dren at least it would have a salubrious effect on the 

hysician’s attitude if he abandoned the diseased and 

Gerouieensbind tonsils and adenoids and substituted fre- 
quent sore throats or whatever the complaint or indi- 
cation is. Whether tonsils were buried, cryptic, smooth, 
large or small bore no relation to the preoperative symp- 
toms or the degree of success of the operation. 

Many others agree that the appearance alone 
should not be a sufficient indication for recom- 
mending removal except on the rare occasions 
when the tonsils are so large that the breathing 
is obstructed.® ° 1! It is important to remember 
that tonsils normally enlarge between 4 and 6 
years of age when children tend to develop a 
natural immunity to upper respiratory infections. 
Also small, chronically infected, buried tonsils 
often show a higher bacterial count than hyper- 
trophied ones containing large crypts." 

For the past twenty-five years the term focal 
infection has been widely used. Numerous gen- 
eral diseases have been attributed to a “primary 
focus” in the teeth, tonsils, gall-bladder, ap- 


pendix, etc., and many needless operations have 
been performed to relieve indefinite aches and 
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pains. The successful results hoped for were not 
obtained and the early enthusiasm has waned to 
the point where the term “focus of infection” is 
now rarely heard. 

In the light of our present knowledge we can- 
not say whether a tonsil is infected or not. Swabs 
taken from acutely inflamed tonsils show similar 
organisms to those cultured from tonsils which 
appear innocent.® Epithelial debris or cheesy 
plugs which can often be expressed from the 
crypts of healthy individuals are not as a rule 
harmful. On the other hand, when thick, creamy 
pus can be pressed out repeatedly, especially in 
the presence of fibrosis, there is more likelihood 
of absorption. 


Unfortunately the public have considered that 
a “strep. throat” is very serious and perhaps 
fashionable, but every laryngologist knows that 
many persons harbour hemolytic streptococci in 
pure culture in their tonsils without any un- 
toward symptoms. Except in rare cases when 
tremendously enlarged tonsils cause obstruction 
to breathing and development, the small ad- 
herent ones are more liable to be a potential 
source of infection than large tonsils with open 
crypts. 

In’ recent years there has been a tendency 
toward peediatricians recommending the removal 
of the adenoid alone in cases of frequent colds 
and to leave the tonsils. This appears to be sound 
advice in the absence of repeated throat infec- 
tions. Although it is impossible to predict with 
any certainty the beneficial results of tonsillec- 
tomy, there are a few general conditions that are 
definitely helped. For insiance, acute nephritis 
following one or more attacks of tonsillitis is 
often cleared up by removal of the tonsils. It is 
of course important to wait until the acute symp- 
toms subside before undertaking the operation. 
In this type of case a hemolytic streptococcal 
infection is frequently responsible. 

Laryngologists are called upon from time to 
time to express an opinion as to whether the 
tonsils are responsible in cases of acute rheu- 
matic fever or other forms of rheumatism. When 
a history of repeated throat infections is present 
especially just previous to joint pains, a good 
result can be expected by removal of the tonsils. 
The same may be said of endocarditis which is 
so often associated with “rheumatism” particu- 
larly in children. Although there is no assurance 
that subsequent attacks will be prevented, per- 
manent damage to the heart muscle or valves is 
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lessened. In cases of enlarged thyroid, chorea 
and epilepsy, infected tonsils are occasionally 
removed to eliminate absorption and to build up 
the patient’s resistance. Again, unless there is a 
history of chronic tonsillitis or recurring sore 
throats it is questionable as to the value in these 
conditions. 

- When the cervical glands are chronically en- 
larged one should keep tuberculosis in mind. 
‘Most clinicians assume that in tubercular ade- 
nitis the point of entry is through the tonsils 
from infected cow's milk. Others think that 
human tubercle bacilli are more often responsible 
than the bovine type. It has been suggested 
many times and recently by Pagel’! that tuber- 
cular infection of the tonsils may be secondary 
to tuberculosis elsewhere and reach the tonsils 
by way of the blood stream. In this way both the 
tonsils and the glands become involved. Accord- 
ing to Thomson and Negus,’® 


“By tabulating the results of some twenty observers 
we have calculated that, on a rough average, some 5 to 
6% of adenoid growths show histological evidence of 
tubercle. Similar results have been arrived at in regard 
to the palatine tonsils. The lingual tonsils are least fre- 
quently infected. In none of these instances were there 
clinical evidences of tuberculosis.” 


In a survey of primary tubercular infection of 
the tonsils, Scarff and Whitby’ concluded that 
“tonsillectomy is not necessarily a preventive of 
tuberculous adenitis, but that cases tended to 
show improvement after tonsillectomy where the 
glandular condition was early.” They emphasized 
the necessity for tonsillectomy in later cases 
where removal of the gland in the neck is neces- 
sary, for without tonsillectomy a focus of tuber- 
culous infection remains potentially active. Mac- 
Beth" suggests “to go a step further and to urge 
the removal of tonsils and adenoid in all cases 
of tuberculous glands in the neck”. If operation 
on the glands is proposed, he thinks this should 
be carried out first, because if the order is re- 
versed postoperative infection in the raw tonsil 
fossa may cause secondary involvement of the 
glands with possible abscess formation. 

A paper such as this would be incomplete 
without some reference to the frequently quoted 
statistics of Kaiser.1* He compared the health of 
5,000 children over a ten year period, half of 
whom had had their tonsils removed and half 
had not. In cases of obstructed breathing, catar- 
rhal or suppurative otitis media he found that 
excellent results were obtained by ‘removal of 
enlarged or infected adenoids. In children with 
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rheumatic tendencies there were 30% less cases 
of rheumatism in those who had their tonsils 
removed than in children who still had their 
tonsils. However, once rheumatic fever had de- 
veloped tonsillectomy did not prevent recur- 
rences. The incidence and severity of scarlet 
fever was just the same whether the tonsils were 
present or not. Children exposed to diphtheria 
are much less likely to develop the disease if 
the tonsils have been removed. Against these 
advantages he found that youngsters who had 
the operation were more liable to upper respira- 
tory infections such as bronchitis and pneumonia. 

Unfortunately statistics are often misleading, 
as they unconsciously tend to reflect the feelings 
of the author. In other words, it is difficult to 
maintain a proper balance as the views of a 
pediatrician are not necessarily the same as 
those of a laryngologist. Another fallacy that 
might be mentioned in a survey such as the 
above, is that no distinction is made as to 
whether the operation was performed by a gen- 
eral practitioner or by a laryngologist under 
ideal conditions. Tonsil tags or remnants that 
have been left can often cause the same symp- 
toms and this point should be stressed. 


Opinions as to the frequency of remnants 
differ considerably. Paton’® stated it as “well 
over a third.” Gordon?® found remnants in 42.4% 
of 1,000 children who had the operation. 
Campbell?! found recurrences in 77.3% and 
Meyer”? said “I believe that complete tonsillec- 
tomies are performed rarely”. Rhoads and Dick,* 
Campbell and Warner,” and Mayer have all 
discussed the good results achieved by removing 
infected tonsil remnants. Caylor and Dick’ 
found that one tonsillar remnant examined by 
them contained more organisms than all other 
tonsils investigated. Compensatory hypertrophy 
of lymphoid tissue following the removal of 
tonsils and adenoid sometimes occurs. Crowe has 
stated that adenoids recur in 75% of children in 
whom the operation is done before puberty. This 
figure on the other hand seems much too high. 

Before reviewing the present day indications 
for tonsillectomy, a few facts on lymphoid tissue 
should be mentioned. In 1921 Schlemmer?® 
pointed out that there were no lymph vessels 
leading from the nose to the tonsils; coloured 
material injected into the nose is carried to the 
cervical lymph glands and around the tonsils 
but not into them. Twelve years later (1933) 
Waldapfel** described a connection between the 
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nose and the tonsils by way of the veins. Iodized 
oil (40%) and dyes injected into the nasal mucous 
membrane appeared in the tonsils but only in 
cases in which the material had been injected 
into the turbinates. From areas other than the 
turbinates the oil and dyes travelled exclusively 
to the cervical lymph glands. Material was car- 
ried from the cavernous tissue of the turbinates 
to the venous plexus of the pharynx including 
the tonsils. Since the veins of both sides of the 
pharynx communicate with each other dyes in- 
jected into one turbinate appeared in both 
tonsils. These experiments show that a nasal 
infection can easily light up a tonsillitis. 


According to Waldapfel:?’ 


“The microscopic structure of the lymphatic tissue in 
man and animals is everywhere the same. It consists of 
two distinct anatomic elements: parenchyma and second- 
ary nodules. The latter, characteristic of, and found 
exclusively in, lymphatic tissue are round or oval forma- 
tions and consist of a light centre and a dark marginal 
zone. The light centre contains numerous cells with a 
large amount of protoplasm which stain faintly and 
make the centres stand out as lighter foci in the paren- 
chyma. These cells are of an exquisite phagocytic nature 
and are called macrophages. They contain dark particles, 
first observed by Flemming?* (1885) and interpreted 
as products of cell metabolism. Not knowing their nature, 
he called them simply ‘tingible corpuscles’. The marginal 
zone of the secondary nodules consists of densely packed 
— and appears, therefore, in the slides as a 

ark ring... .” 


The main secret of the lymphatic tissue 
centres around the secondary nodules. Flemming 
concluded on the basis of numerous mitotic 
figures in them that they are main production 
sites for the formation of lymphocytes of the 
blood, which originate in the light centre of the 
secondary nodules and are deposited in the dark 
marginal zone, which consists of newly formed 
lymphocytes. On account of this hemopoietic 
function he named these secondary nodules 
“germinative centres.” 


Later observers doubted the rightness of this inter- 
pretation, laid the lymphocytic production to the paren- 
chyma and attributed to the secondary nodules primarily 
some other function. Hellman?® and his school have re- 
garded them as “reaction or defense centres” against 
toxic and bacterial irritants of low intensity continually 
invading the lymphatic tissue. The numerous mitotic 
figures on which Flemming built up his theory of the 
production of new lymphocytes may as well be ex- 
plained as a reactive process following the invasion of 
toxic substances. Further reasons for this argumentation 
are: The “tingible corpuscles” could riot be explained by 
Flemming himself. They are easily <malainatl as re- 
mainders of destroyed cells and nuclear fragments and 
can even be expected there if the secondary nodules are 
reactive centres. Furthermore, secondary nodules appear 
only several months after birth; in the fetus and the 
newborn they do not occur. The formation of lympho- 
cytes starts during embryonic life and is extensive during 
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the last fetal months and the first postnatal months. That 
means lymphocytes appear in the body long before 
secondary nodules appear; so the latter cannot be the 
production centres of the former. Furthermore, bacteria 
injected into rabbits provoke extensive formation of 
secondary nodules. Finally, some crucial experiments: 
ee pigs reared completely sterile and free from 

acteria in ingeniously constructed apparatus, from birth 
to 2 months of age—that is, to the age in which second- 
ary nodules are well formed in the normal guinea pig— 
do not show secondary nodules,?° and rabbits infected 
regularly with a daily injection of bacteria from birth to 
the age of 3 weeks—that is, to the age in which secondary 
nodules are not yet formed in the normal rabbit—show 
secondary nodules prematurely, in about half the time 
of the normal development. 

All this evidence is strongly in favour of Hellman’s 
defensive theory and against Flemming’s hemopoietic 
theory. 


In recent years a new and important angle of 
the problem has been stressed, namely, that of 
the part which the secondary nodules play in 
the production of antibodies. The secondary 
nodules become much enlarged and increased in 
number during the process of immunization, and 
there is sufficient evidence to support the belief 
that the secondary nodules have a definite es- 
sential function associated with immunization." 
In the alimentary and respiratory tracts they are 
separated from the outside world by a single 
epithelial layer only, and exposure to bacteria 
is perhaps coristant. Here a continuous “auto- 
vaccination” of the body may take place.” 

In a recent article on the tonsil and adenoid 
problem Lederer and Grossman* stated: 


“On the surface, it would appear that the status of 
present day indications for tonsillectomy is not any 
clearer than it was in the past. With this view we differ 
—. In the past, surgery of the tonsils has been 
widely accepted as both a therapeutic and a prophy- 
lactic measure. The beneficial results from sonslibednes 
in indicated cases can never be disputed. On the other 
hand, the removal of tonsils when they are merely en- 
larged, as a prophylactic measure against the potenti- 
ality of a disease developing, is contraindicated. Tonsil- 
ectomy should be performed for ‘infected tonsils’, 
especially if these structures are producing local dis- 


comfort, general disease, or interfering with the person’s 
development.” 


Allergy should always be kept in mind. If 
there is an allergic background in the patient or 
his immediate family this factor should be in- 
vestigated and treated properly before an opera- 
tion of this kind is undertaken. 

In 1939, Crowe and Baylor** suggested radium 
applicators to the nasopharynx in certain cases 
of impaired hearing. They assumed that the high 
tone deafness seen in certain children was due 
to a sub-clinical Eustachian salpingitis. To be 
effective in restoring hearing, they recommend 
that irradiation be carried out before fifteen 
years of age and before irreversible changes oc- 
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cur in the middle ear. By means of a radium 
applicator through the nose the lymphoid tissue 
sometimes seen near the opening of the Eusta- 
chian tube is treated. The shrinking of the tissue 
in the neighbourhood of the tubes at times im- 
proves the hearing, but it is questionable 
whether there is any advantage in this method 
over x-ray treatment to the same area. In the 
hands of the inexperienced, radium is not with- 
out danger. 


It has been said that the removal of the tonsils 
and adenoid is an easy operation—to do badly; 
and it might be added, when badly done often 
causes more harm than good. 

In order to determine whether the tonsils 
should be removed or not, it seems reasonable 
to rely about 50% on the history of nose, throat 
and ear infections, and 50% on the examination 
by the surgeon. 

A satisfactory history is usually given by the 
parents especially the mother in the case of a 
child, but added information is often obtained 
from the family physician or pediatrician. Fre- 
quent sore throats (two or more attacks) espe- 
cially when the glands are involved, is a definite 
indication. The tonsils should also be removed 
after one or more attacks of quinsy due to the 
resultant chronic infection and the danger of 
sequel. The persistence of a cervical adenitis 
at the angle of the jaw in the absence of chronic 
sinusitis is very suggestive of a low grade infec- 
tion in the tonsils, providing tuberculosis is ruled 
out. 

At times tonsillectomy is recommended to 
clear up remote secondary infections which ap- 
pear to follow one or more attacks of tonsillitis. 
However, it should be remembered that the 
tonsils constitute only about 60% of the lym- 
phoid tissue of the pharynx and nasopharynx. 
This fact should be kept in mind if the results 
of tonsillectomy are disappointing. On rare oc- 
casions the tonsils should be removed when they 
are so enlarged as to cause obstruction to the air 
and food passages. Finally the tonsils should be 
suspected and if necessary removed in diph- 
theria carriers, when other forms of treatment 
have failed. 

On removal of the tonsils the usual procedure 
is to remove the adenoid at the same time. Occa- 
sionally, however, it is wise just to remove the 
adenoid alone and leave the tonsils. Repeated 
colds in a child without sore throats or sinus in- 
fection suggest an enlarged or infected adenoid. 
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The adenoid should be removed at any age 
when it causes tubal obstruction with catarrhal 
deafness or preverits drainage of nasal secretions. 
In children with nasal blockage and mouth 
breathing it is usually wise to remove the ade- 
noid after allergy is ruled out and if there is no 
history of a nasal fracture. 

In summarizing it might be appropriate to 
quote from a recent article by Wright.** 


“The subepithelial lymphatic system would seem to 
be particularly well constituted to function in the produc- 
tion of natural immunity. Thus it has the property of 
introducing slowly into the lymph flow samples of organ- 
isms in the environment. Such samples have to traverse 
at any rate one lymph node where they come into 
intimate contact with the phagocytic cainninematdae) 
cells and the lymphocytes. These nodes have the capacity 
of reacting when necessary by an actual tissue increase. 
The sample of organisms concerned is eventually, after 
appropriate treatment, passed on into the blood stream. 
In contradistinction, organisms introduced direct into the 
blood stream are either rapidly removed or produce an 
extremely severe and often uncontrollable general 
systemic infection. 


An obvious criticism of such a conception lies in the 
observation that removal of important portions of this 
structure in pa individuals does not seem to produce 
any material damage. The explanation of this anomaly 
can perhaps be as follows: 

Man, during the last few generations, has altered his 
habits and environment to a very extreme degree. Only 
a very few generations have passed since we dwelt in 
small groups in caves or huts with little or no contact 
with other communities. Now, however, we live in 
crowds, in heated atmospheres and with our food havin 
the maximum opportunity of becoming highly infected. 
As a result of this alteration we have greatly increased 
the chances of attack by organisms which have to be 
passed from individual to individual. It is reasonable to 
suppose that the mechanism evolved to provide us with 
immunity under such conditions as then existed would be 
ill-suited to produce the same result under the present 
conditions in which the organisms supplied to the sampl- 
ing structure have been so greatly increased. 

The practical application of these views, if they are 
correct, would seem to me to be: 

In the development of resistance to disease we must 
try to strike a balance between the natural and the arti- 
ficial production of immunity. In doing this we must 
appreciate that we are dealing, in man, with an indi- 
vidual whose special organs ee taking bacteriological 
samples from his environment are excessive, with the 
result that they not infrequently become, themselves, the 
site of disease. This being so, we must be content to 
continue to remove, when necessary, such erring 
structures until either our environment shows a great 
diminution in bacterial content or we evolve, during the 
course of a few hundred generations, a structure more in 
keeping with the conditions then prevailing.” 


In conclusion, this seems to be our feeling at 
the present time concerning the tonsil and 
adenoid operation. 

Considering the advances in bacteriology and 
histology in the past few years, we should al- 
ways keep in mind that a careful history in con- 
junction with our examination and experience 
are still of the utmost importance. 
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DISCUSSION 


In the discussion, the question was asked re- 
garding tonsillectomy during the polio season. 
The general feeling at the present time among 
laryngologists is that the percentage of children 
who develop polio following tonsillectomy is no 
greater than in those who have not had the 
operation. The same applies to the extraction of 
teeth or appendectomy. Following the removal 
of the tonsils and adenoid, the odd case that has 
been reported seems to have been the bulbar 
rather than the spinal type of polio. The public 
has been unduly alarmed due to newspaper and 
magazine reports which have been greatly 
magnified. 

However, in an elective operation of this type 
if the parents are at all concerned it is wise to 
postpone the operation until the cooler months. 

The other question brought up concerned the 
removal of the adenoid alone without tonsillec- 
tomy. In children with repeated colds and nasal 
obstruction, or frequent attacks of otitis media 
with or without discharge, showing lack of ap- 
petite and poor development adenoidectomy is 
indicated. In the absence of frequent sore 
throats, cervical adenitis below the angle of the 
jaw, or symptoms referable to the throat it would 
seem wise to leave the tonsils. Parents often ask 
that this be done if possible, as they feel that the 
tonsils are there for a purpose. As a precaution- 
ary measure it is well to remind them that if 
subsequent throat infections develop, it may be 
necessary to remove the tonsils at a later date. 


ROWE AND OTHEPS: 
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THE USE OF ACTH, 
CORTISONE AND SALICYLATES 
IN THE TREATMENT OF 
ACUTE RHEUMATIC FEVER* 
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SINCE THE ORIGINAL REPORT by Hench e¢ al. 
demonstrating certain beneficial effects in pa- 
tients with rheumatic fever treated with adreno- 


*This study was carried out at The Hospital for Sick 
Children, Toronto and at the Toronto General Hospital, 
Toronto, Canada. i 

Aided by a grant from the Canadian Arthritis and Rheu- 
matism Society. diet ; 

Aided by funds from the Federal-Provincial Public Health 
Grants. 

The ACTH used in this study was provided by The Armour 
Laboratories, Chicago. The cortisone (Cortone) was pro- 
vided by Merck & Co., Montreal. Ree 


corticotrophic hormone (ACTH) and cortisone 
many articles have been published showing the 
results of small series of patients with this dis- 
ease treated with these hormones.?* It has 
been agreed generally that both agents suppress 
to a variable degree some manifestations of the 
disease, notably fever, tachycardia, arthritis and 
sedimentation rate of erythroctes (ESR). It is 
concerning their effect on the more important 
cardiac changes that a divergence of opinion 
has arisen. While a further report of Hench 
et al.2 expressed caution it was hoped at this 
early stage that the hormones might provide 
greater cardiac protection than had obtained 
with previously accepted therapy. 

Quite astonishing results from hormone 
treatment have been recorded.‘ Other work- 
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ers?, 7 to 10, 13t015 have inferred good effects of 
hormone treatment on carditis on the basis of 
alteration in heart size, disappearance of mur- 
murs and improvement of congestive heart 
failure. A few observers have remained unim- 
pressed with the results of ACTH or cortisone 
therapy in carditis.*.1".1* No adequately con- 
trolled observations are available to indicate the 
effect of the hormones on carditis. Thus the 
apparent good effects may be due to chance, the 
natural course of the disease or the effect of bed 
rest and auxiliary treatment. = 

As part of a controlled clinical trial organ- 
ized by the American Heart Association 41 cases 
of rheumatic fever ranging in age from 4 to 41 
years, have recently been treated in the Hospital 
for Sick Children and the Toronto General Hos- 
pital with ACTH, cortisone or aspirin. 


Rheumatic Fever 


Joint Involvement 


| | 
= Cortisone....15 Cases 
—Aspirin.......13 Cases 


ACTH 13 Cases 





Day of Therapy 
Fig. 1 


PROCEDURE 


Patients were accepted for study by criteria based on 
those of Jones.16 Once accepted, patients were treated 
with one of the three agents by random allocation. 

The dose of each was as follows: 

ACTH 2.46 G given in a stepped dosage over a period 
of 6 weeks by intramuscular injection every 6 hours (120 
mgm. x 4 days; 100 x 3; 80 x 7; 60 x 7; 40 x 14; 5x 7). 

Aspirin 1 gr. per pound for the first 2 days; 2/3 gr. 
per pound for 5 days; then % gr. per pound for the 
next 5 weeks. : 

Cortisone 4.1 G given in a stepped dosage over 6 
weeks by daily intramuscular injection (300 mgm. x 1 
day; 200 x 4; 100 x 16; 75 x 14; 50x 7). 

Other therapy was given all cases and included an 
initial course of penicillin, sulfadiazine prophylaxis after 
the 14th day of treatment, low salt diet and added po- 
tassium chloride by mouth. Bed rest was maintained for 
the treatment period and in over 90% of cases for a 
further three weeks after treatment. 


SUMMARY OF RESULTS 

1. Major manifestations.—(a) Arthritis. — 
Arthritis was controlled in an average of 5 days 
with intramuscular cortisone and 2 days with 
each of ACTH and aspirin. The rate of clearance 
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of this sign is depicted in Fig. 1. The experience 
of others indicates that oral cortisone controls 
arthritis in approximately the same time as 
ACTH. 

(b) Nodules.-A small number of patients 
showed nodules at the start of treatment and in 
the 3 treatment groups there were some instances 
of increases in numbers of nodules under 
therapy 

(c) Chorea.—Only 3 cases had chorea and no 
conclusions could be reached regarding a more 
beneficial effect of any one agent. Two cases of 
pure chorea of grade 2 severity subsided quickly 
under hormone therapy but the patient on 
aspirin lasting for five weeks was a much more 
severe case and had associated carditis. It has 
been shown recently that ACTH in adequate 
dosage does not benefit rheumatic chorea.*’ 


HORMONE THERAPY and HEART MURMURS 
in RHEUMATIC FEVER 


Hod Mur:nurs 
Murmurs Disoppeored 


Cortisone (15 cases) 


ACTH (13 cases) 


Solicylate (I3 coses) 


Fig. 2 


(d) Erythema marginatum.—This manifesta- 
tion was observed to appear or recur under 
treatment in both ACTH and cortisone groups. 
Though in this particular series the rash was not 
encountered in the aspirin treated group the 
failure of erythema marginatum to be influenced. 
by this treatment has been demonstrated in later 
cases. 

(e) Carditis. (1) Murmurs: The overall pic- 
ture of patients with murmurs in the three 
therapy groups is shown in Fig. 2. Murmurs 
were present and some disappeared under treat- 
ment in all three therapy groups. No one par- 
ticular agent could be regarded as better than 
another in this regard when factors such as 
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variation of disease severity and natural course 
of the illness within the groups were considered. 

2. Heart size: The average change in heart 
size during the period of treatment and observa- 
tion was negligible and essentially the same in 
each group (Fig. 3). In each group there were 
some whose hearts became smaller and some 
whose hearts became larger (Fig. 4). Those 
showing the greatest change had pericarditis. 
There is nothing to indicate that the hormone- 


ACTH 
13 Cases 


Admission | 


Fig. 3 
Fig. 3.—Weekly average of transverse diameters of the heart, 41 cases. 
Fig. 4.—Change in heart size in rheumatic fever, 41 cases. 
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treated group was more favourably affected than 
the aspirin-treated patients. 

3. Heart failure: A total of 6 cases in the series 
had congestive heart failure—four in the ACTH 
group and two in the cortisone group. All but 
one of these patients had suffered serious cardiac 
damage in previous attacks of the disease. The 
exception was a girl in whom there was good 
evidence that carditis had been present for 
several months before treatment. In all but one 
case the failure was adequately but not com- 
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pletely controlled by diuretics, low sodium diet 
and Digoxin therapy. In no case did the degree 
of congestive heart failure markedly worsen 
under treatment with the hormones although in- 
stances where progression of heart failure to the 
point requiring cessation of hormone therapy 
have been reported. One patient died with 
heart failure two weeks after treatment with 
cortisone was completed. 

2. Minor manifestations.—(a) Fever.—We have 


Under Treatment with Salicylates,Cortisone or ACTH 
6 Weeks Treatment and 3 Weeks Observation 
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Fig. 4. 
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defined fever as being an oral temperature ex- 
ceeding 99.8° F. 

While a larger percentage of patients in the 
cortisone group had fever at the start of therapy 
the same rapid downward trend was observed 
in all three groups. The effect of both aspirin 
and ACTH was more rapid in this respect than 
that of intramuscular cortisone. After the first 
week no particular change was noted until after 
the 42nd day when treatment was stopped. At 
this stage there was a consistent increase in the 
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percentage of patients showing fever in all 
therapy groups. Again, ACTH and aspirin cases 
reached this peak before the end of the first 
week after cessation of therapy, whereas cor- 
tisone-treated patients showed maximum num- 
bers with fever during the 2nd week after 
therapy. By the end of the third week off treat- 
ment a few of the patients still had fever in 
the cortisone treated group (Fig. 5). 

(b) ESR.—Initially the ESR fell more quickly 
in the patients being treated with ACTH than 












while the aspirin patients showed no increase in 
the percentage with ESR raised, approximately 
two-thirds of the hormone-treated patients 
showed a rapid rise in the ESR (Fig. 6). 

(c) Hzmatocrit.—The hematocrit rose rapidly 
from subnormal levels during the first five weeks 
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Fig. 7.—Changes in hematocrit. 


of cortisone therapy to a level distinctly above 

that noted with aspirin and less so with ACTH 

(Fig. 7). When treatment was halted there was 
a prompt drop over a period of one week to a 
~ level essentially the same as that reached in 
the other groups. 

(d) P-R interval.__The serial conduction time 
changes are depicted in Fig. 8. Obviously no firm 
conclusion can be drawn from such an evanes- 
cent sign as this. In this small series ACTH- 
treated patients followed the usual trend more 
rapidly and completely than those treated with 
either cortisone or aspirin. 

(e) Weight._Appetite was always improved 
under hormone therapy. This was associated 
with a significant weight gain over the six week 
treatment period, being especially marked in the 
ACTH group. An excellent gain in weight oc- 
curred in association with salicylate therapy but 
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in the other two groups. On cessation of therapy 
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the average increase in six weeks was less than 
that obtained under either ACTH or cortisone 
treatment. 


SiIpE EFFECTS OF TREATMENT 


The usual side effects of the hormone agents 
were encountered, particularly moon face, 
obesity and acne (Table I). One child on ACTH 
therapy developed severe abdominal pain asso- 
ciated with constipation and leucocytosis (30,000 
cells per c.mm., polymorphonuclears 90% ) which 
disappeared when treatment was stopped, re- 
curred when therapy was restarted 48 hours 
later and then gradually lessened, eventually 
disappearing with reduction in dosage of the 
hormone. 

Neither hypertension nor significant blood 
biochemical changes were encountered. Two 


-—Cortisone...15 Cases 
— Salicylates..13 Cases 
Mitenon 13 Cases 


5 
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Fig. 8.—Changes in conduction time. 


girls of the four over 12 years of age receiving 
cortisone had temporary amenorrhcea. 

Liver enlargement developed during treatment 
with ACTH and cortisone in one case each. 
Patients with heart failure were excluded from 
the analysis. This phenomenon has been noted 
before® and was encountered by Baldwin'® in 
50% of patients under treatment with these hor- 
mones. In her series liver biopsy at the height 
of the enlargement revealed fatty infiltration of 
the organ. Later biopsy indicated that the liver 
had returned to normal three to four weeks after 
cessation of therapy. 


WITHDRAWAL SYMPTOMS 

Following the arbitrary six week period of 
treatment certain patients in each group de- 
veloped a rebound of activity (Fig. 9). Aspirin- 
treated patients rarely had any recurrence of 
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their activity while almost three-quarters of the 
hormone-treated group developed some mani- 
festation of active disease about a week after 
therapy had been stopped. The appearance was 
delayed in the group treated with intramuscular 
cortisone. Fever, arthritis, cardiac enlargement 
and even heart failure and death occurred. Such 
rebounds of activity were usually mild and 
transient in those cases showing little or no heart 
disease. In those with moderately or severely 
damaged hearts there were some marked re- 
bound reactions. In their mildest form they 











TABLE I. 
RHEUMATIC FEVER 
Sipe Errects or TREATMENT 
= ACTH Cortisone Aspirin 

(13) (15) (13) 
MOOR 180s. «26 bce ees 12 14 1 
NR 53. Ga hn yd ale ye es Oe 7 4 0 
BEN NPN S oA ori rat ac Ne 3 1 3 0 
Abdominal pain......... 1 0 0 
Liver enlargement in 

absence of heart failure. 2 1 0 

Mental depression....... 1 0 0 
RL kc suds wane - - 0 
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Fever { SedRate Sed.Rate ver Sed. Rate 
Arthritis Arthritis 
Saticylates ACTH Cortisone 
13 cases 13 cases IS cases 


Fig. 9.—Rebounds after cessation of therapy. 


should be referred to as miniature attacks of 
rheumatic fever but in their severest form they 
are full-fledged rheumatic attacks and in some 
instances more severe than the original attack 
before treatment started. 


The one fatal case was a 18 year old girl. Two years 
previously she had suffered an attack of rheumatic card- 
itis which had been treated with salicylates for one week. 
She was followed later in a cardiac clinic and main- 
tained regular sulfadiazine prophylaxis. A year after the 
attack she was noted to have mitral systolic and_mid- 
diastolic murmurs together with left auricular enlarge- 
ment. She stopped sulfadiazine three weeks before the 
onset of the present attack. Fever, malaise, anorexia and 
arthritis then developed. On admission to hospital she 
had signs of cardiac enlargement without failure, ery- 
thema marginatum, nodules and elevated ESR. On 
cortisone her general condition improved and although 
the heart size and murmurs remained unaltered the ESR 
became normal by the end of the fourth week. Moon 
face appeared by the end of the fifth week. At the end 
of treatment she remained well and the ESR was still 
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normal 8 days later. On this day fever appeared and 
increased thereafter. On the ninth post treatment day 
the ESR was 71 mm./hr. and pain appeared over the 
site of the humeral insertions of the deltoid muscles. 
Pain was definitely itic 24 hrs. later. On the 13th 
day polyarthritis, epistaxis, gallop rhythm with signs 
of heart failure and delayed AV conduction in the 
electrocardiogram were present. She was given 300 mgm. 
cortisone by injection and thiomerin but became pro- 
gressively worse developing pulmonary cedema which 
was uninfluenced by oxygen, morphine, ouabain intra- 
venously and alcohol inhalation. Death occurred on the 
14th day after treatment was stopped. 


At autopsy pulmonary cedema; pleural effusions and 
gross cardiac enlargement were found. The heart 
weighed 640 gm. and the left ventricle was hyper- 
trophied greatly. Pericarditis of the adhesive type was 
present. Though the mitral valve was greatly thickened 
it was not stenosed. At microscopy a diffuse acute pan- 
carditis was visible in sections taken from each chamber 
of the heart. 


DIscussiIon 


It is an interesting and remarkable fact that 
these hormones do influence rheumatic fever. We 
have got used to the idea that salicylates are 
helpful in this disease since they are still being 
used 77 years after their first introduction. We 
know that the benefits of salicylates are limited 
and the impression gained by this as yet incom- 
plete study is that the benefits of ACTH and 
cortisone are similar. 

The temperature and arthritis are usually con- 
trolled by all three preparations. The sedimenta- 
tion rate comes down more rapidly with the 
hormones than with the salicylates but this in 
itself does not indicate any specific benefit to the 
patient and introduces some difficulty in man- 
agement. 


Rheumatic fever is only of importance because 
it frequently leads to serious disease of the heart. 
When the hormones were first tried it was hoped 
that there would be alleviation of the damage 
to the heart muscle and valves. This study has 
not shown any significant difference between 
hormones and salicylates as far as one can 
measure the effects on the heart. More adequate 
opinion will be available when information from 
other studies in progress is pooled. 


In this study the most noticeable difference 
between the three treatment groups was the re- 
sponse to cessation of therapy. In general terms 
the hormone group had a rebound of the sedi- 
mentation rate in over two-thirds of cases. One- 
third had associated fever and one-sixth arthritis. 
One case died during this rebound period. No 
fever or arthritis occurred in the salicylate group 
and slightly over one-third had rebounds of the 
sedimentation rate. 





It is true that in the past one occasionally 
encountered a return of fever, arthritis or ele- 
vated sedimentation rate when salicylates were 
stopped but usually this occurred from too early 
discontinuance of the drug. In the treatment of 
a case of rheumatic fever one of the most useful 
guides has been the sedimentation rate. Thus in 
the management of the disease it has usually 
been found practical to discontinue the salicy- 
lates and gradually allow the patient up shortly 
after the sedimentation rate returns to normal. 
Since there is tremendous variation in the length 
of time of activity of rheumatic fever in child- 
hood this has been a most valuable test. When 
the hormones are used the sedimentation rate 
soon returns to normal and it is of no value in 
determining when the treatment should be dis- 
continued. 


When salicylates are given until after the sedi- 
mentation rate has been established at a normal 
level it is rare to find a rebound of fever or 
arthritis. However it is obvious that in clinical 
trials such as the one described here an arbitrary 
period such as 6 weeks of therapy had to be 
decided on to compare the three modes of 
treatment. 

It is possible that prolonged use of the hor- 
mones might diminish the number of rebounds 
on cessation of therapy but we are doubtful that 
this would occur. In any case the expense of the 
hormones as well as the undesirable side reac- 
tions makes it difficult to recommend their pro- 
longed use. This again emphasizes the value of 
the sedimentation rate in judging the length of 
therapy required when salicylates are used. 
Further it points to the urgent need for some 
similar and practical test when the hormones are 
employed. 

Further study is needed to determine whether 
the hormones may have some particular value in 
the cases of early acute failure in the first attack 
of rheumatic fever. We have seen dramatic im- 
provement in such cases both with the hormones 
and with salicylates. Another type of case for 
special study is the child with chronic rheumatic 
fever who is underweight and has a poor ap- 
petite. Small doses of the hormone may in such 
patients increase the appetite, allow weight in- 
creases and improve the health generally apart 
from the heart. 


The study has therefore shown no significant 
difference between the three modes of therapy as 
far as the heart is concerned. There are a few 
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minor points that make one feel that salicylates 
are probably more practical for the general 
management of the average case of rheumatic 
fever. There may be certain specific instances in 
which the hormones may be of special value but 
as yet these situations remain_to be clarified. 


SUMMARY 


The need for controlled clinical trials using 
different therapeutic agents for rheumatic fever 
is recognized. 

41 patients ranging from 4 to 41 years of age 
with rheumatic fever studied in this manner 
form roughly equal groups numerically and have 
received an arbitrary dosage of ACTH cortisone 
and aspirin. 

Certain beneficial effects were encountered in 
all three groups. 

No significant differences were established in 
the three groups. 

No significant differences were established in 
regard to the effect of such therapy on the heart 
lesion. 

Salicylates are felt to be the more practical 
agent in treatment of the general case of rheu- 
matic fever and allow the sedimentation rate to 
be used as a guide to the progress of the disease. 


The authors express their appreciation to Miss M. 
Randall who aided greatly in the collection of data in 
this work. To Mrs. B. MacDougall, who performed the 
multitude of electrocardiograms and sedimentation rates 
that were required, they are much indebted. 
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SOME PROBLEMS OF 
. METHOD IN NEUROLOGY* 


F. M. R. WALSHE, O.B.E., M.D., D.Sc., 
F.R.C.P., F.R.S., London, Eng. 


THE THEME of my remarks this afternoon is one 
that has recurred to my mind many times during 
my forty years as a clinical neurologist, with the 
traditional interest that we all have in the 
anatomy and physiology of the nervous system 
which are the foundations of our discipline. 

Perhaps a brief autobiographical prologue to 
my address may explain my choice. I halted in 
the middle of my student life to give an extra 
year to physiology. During that year I worked 
in the laboratories of Professors Bayliss and 
Starling and what stands out in my mind as its 
most important event—indeed, perhaps of all my 
professional years since—was the publication of 
Sherrington’s “Integrative Action of the Nervous 
System”, a book which Bayliss put into my hand 
in 1906. 

It is still easy for me to recapture the excite- 
ment it produced in me, for it was to me a 
revelation of what science might be. What a 
rich abundance of fascinating facts about the 
dynamic properties of the nervous system, how 
beautifully and logically expounded, how 
ordered the march of thought from step to step, 
and with what penetrating imagination was the 
whole synthesized into a body of logical theory, 
making a perfect harmony of fact and interpre- 
tation. In the literature of neurology as I know 
it there is only one other figure whose writings 
have for me this inspiring quality, this capacity 
to evoke excitement in the reader, and that is 
Hughlings Jackson. It is germane to my topic 
this afternoon to pause for a moment to consider 
the nature of the intellectual achievement ex- 
emplified in the work of these two men. 

To some at this time the words “intellect” and 
“intellectual” are obsolete and without meaning, 
for they believe that what we speak of as the 
‘mind is no more than the expression of fluctuat- 
ing neuronic states. For me, however, mind and 
life are not so simple, and while I do not doubt 
that the brain is an instrument of mind, I deny 
that the mind’s scope and power are wholly 
limited by the instrument. That is to say, the 
intellect, or the soul as the ancients called it, 
transcends neuronic states. This is indeed an 
ancient notion, but one with a vitality that has 


*Address to the annual meeting of the Canadian Neuro- 
logical Society, Banff, June, 1952 
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withstood the attacks of generations of anti- 
intellectualist philosophers and will, I have no 
doubt, outlive the confident simplicities of the 
electronic enthusiasts and the philosophers of our 
day. 

Now for the Greeks the mind had two aspects, 
the one they named Ratio, and the other Intel- 
lectus. Ratio is the power of logical and discur- 
sive thought, of enquiry, of definition and of 
drawing conclusions. It is essentially active and 
involves effort. Intellectus, on the other hand, 
is the capacity for insight, for the vision that 
contemplates the essence of things. It is essen- 
tially receptive and effortless. Ratio, the ancients 
regarded as the peculiarly human aspect of 
mind, but in Intellectus there was, for them, 
something superhuman. If I now revert to the 
language of our own time, I should say that the 
hallmark of Ratio is cleverness, the hallmark of 
Intellecius insight and wisdom; a feeling for the 
essence of things. | 

It is the combination of Ratio and Intellectus 
that marks the thought and teaching of such men 
as Sherrington and Jackson. How very rarely do 
we encounter it as a balanced whole. Clever men 
abound as never before, but where shall we find 
wise ones? 

After this digression, let me revert to my his- 
torical résumé. 

During the years ensuing upon 1906, there 
followed the inspiring sequence of Sherrington’s 
papers all marked by the same note, and amongst 
them I pick out for special mention the classic 
paper of 1917, with Leyton on the anthropoid 
cortex, which seemed to lift the somewhat stag- 
nant lore of the motor cortex out of its rut and 
to give it new life and meaning. Contemporane- 
ous with these studies on the cortex were the 
papers, now less known than they should be, 
of his pupil Graham Brown, devoted to facilita- 
tion and those other indications of the flexibility 
of cortical reaction that was revealed in all this 
work; work so full of clues for the further study 
and understanding of the cortical organization 
of movements. 

At this juncture Sherrington turned to more 
fundamental problems of neural activity, and 
once more the experimental study of the motor 
activities of the cortex seemed to sink back to 
what I shall call its pre-Sherrington status. The 
naive notions of the pioneer experimentalists 
resumed their sway and the full fruits of Sher- 
rington’s genius were not reaped. 
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In 1911 I moved to Queen Square, to the clini- 
cal neurology which has since occupied my 
working life, there. to become acquainted with 
the influence and the writings of Hughlings 
Jackson; writings which I had first seen men- 
tioned in “The Integrative Action of the Nervous 
System”. Here a fresh source of excitement 
awaited me, for in Jackson’s writings, so often 
crabbed and unduly parenthetical, I found, in 
the strangely ancient terminology of the 1870's 
and the 1880's, the same scrupulous precision of 
observation, the same insight, the same intuition 
for nature, that had so moved me in Sherrington. 

I found, too, the same subject matter, the 
representation of movements in the cerebral 
hemispheres this time, as indicated by clinical 
observation, and as my familiarity grew I came 
to feel that Jackson had carried the matter much 
further than the experimentalists, that he had in- 
sights not found in the literature of experimental 
physiology, and I was puzzled by the neglect of 
Jackson’s teaching by all experimentalists save 
only Sherrington. 

These impressions, gradually formed in my 
mind during the 1920's, have never left me, and 
I feel today that outside the body of clinical 
neurologists the harvest of Jackson’s thought has 
never been garnered. I have often referred to 
this dichotomy of thought and to its unfortunate 
consequences for the advancement of knowledge 
in this field of cortical physiology. 

It arises, of course, from many factors. Jack- 
son’s writings are now 75 years old, and a terrible 
weight of literature, clinical and experimental, 
now buries them. They are difficult to read and 
until the 1930's almost inaccessible, and by then 
the prestige of experimental physiology stood so 
high and was so well-established that few 
heeded clinical observation. Indeed, a sort of 
slur of illegitimacy hung over it, for was it not 
deemed imprecise and uncontrolled? 

The notion grew amongst physicians that the 
only valid proof in science was experimental 
proof, and in physiology this meant animal re- 
search almost exclusively. Too many clinicians 
out of a false humility, fell into this error, and 
there can, I believe, be no doubt that for too 
many of us there is an occult virtue in experi- 
mentally obtained proof that clinical proof lacks. 
Yet, of course, this view is quite illogical. But 
how strong it is may be seen in Dr. Penfield’s 
recent monograph on the cerebral cortex of man 
where he, and his collaborator Rasmussen, write: 
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“It was typical of Sherrington that he did not print 


the hypotheses that he must have been constructing. 
Instead, he recorded only the proven, the verified theses. 
In this he differed greatly from Hughlings Jackson, whose 
printed hypothetical surmise ranged always far beyond 
the possibility of immediate proof. Sherrington is a 
scientist: Jackson was an observer and philosopher.” 


I am sure Dr. Penfield would not mind my 
saying that I cannot accept this antithesis. The 
eighth and ninth chapters of the “Integrative 
Action” contain many passages of brilliant specu- 
lative insight, while the section entitled “Infer- 
ences regarding Functions of the Motor Cortex” 
in the Sherrington-Leyton is similarly illumined. 
Further, Jackson’s conclusions were based upon 
facts carefully observed and recorded at the bed- 
side, and have the same validity as fact obtained 
by experiments on animals in the laboratory. It 
is not where you make your observations that 
determines their value as truth, and an observa- 
tion made on a man may be as accurate as one 
made on a monkey. The crux of the matter surely 
is the quality of the observation and the scientific 
imagination that goes to its interpretation. 


Thus it is that I cannot agree to write off the 
clinical discipline as having no scientific status, 
or only an inferior one. 


After the appearance of the Sherrington- 
Leyton paper on the cortex of the anthropoid, 
the experimental physiology of the cortex seemed 
to stand still and to make no theoretical advance. 
This is not to say that nothing happened. On the 
contrary we know that many able men have 
worked intensively on the subject, that constant 
advance in technical methods has taken place, 
that facts innumerable, nay, oppressive in their 
number, have accumulated. MHolocausts of 
monkeys have been offered up on the numerous 
altars of neurophysiological science—indeed, 
nowhere so many as on the American continent— 
and yet we have still no coherent body of teach- 
ing, but a number of snippets of theory built 
upon snippets of facts, with much conflict of 
opinion. 

Surely something must have gone wrong that 
so much labour should yield so disappointing a 
harvest, that the wheat should be mingled with 
so many tares. My submission is that something 
has gone wrong, and that that something is our 
neglect of method, not technical method but 
intellectual method, and I venture to quote once 
more a passage from one of Wilfred Trotter’s 
lectures, to be found in the volume of his Col- 
lected Papers: namely, 
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“To the experimenter immersed in his research, and to 
the clinician struggling with the load of experience and 
the needs of his patient, it may seem unpractical to con- 
cern ourselves with the theory of medical knowledge. 
On the other hand it is perhaps the lack of rational 
doctrine and of a general interest in the problems of 
method that has made medicine the scene of so much 
disunited and contradictory effort, and helped to put 
it down from its historical position as the mother and the 
nurse of science.” 


I think that, speaking in the most general 
terms, a lack of awareness that there is a prob- 
lem of method is the essential weakness of both 
clinical and experimental neurology. This it is 
that underlies the conflicts of opinion, and this, 
too, that has held up the gradual evolution of 
a body of coherent neurological theory. To 
justify and to exemplify this criticism we can 
turn to no field more apt than that of cortical 
physiology. 

This subject is one that has commanded the 
interest and called forth the unremitting en- 
deavours of students of the nervous system for 
close upon a century. Neither ingenuity nor 
labour has been wanting in the many attempts 
to clarify the problems of cortical organization 
and to discern the significance of the cerebral 
cortex, anatomically, physiologically, psychologi- 
cally and even philosophically. Nevertheless, I 
doubt if the subject. has ever seemed more com- 
plex than now, or. has ever been matter of wider 
differences of view. 

Thus in the matter of the part played by the 
cortex in the organization of purposive move- 
ments, we still find surviving the naive concep- 
tion that the cortex is a mosaic of the fixed 
representations of the individual muscles of the 
morphologist’s empirical nomenclature, while at 
the other extreme we have the modern view that 
the organization of movements depends upon a 
flux of configurations of circulating or reverberat- 
ing nervous impulses, not rigidly attached to a 
fixed structural basis. 

What extremes are here exemplified: on the 
one hand we have a body of neurological 
Spartans still combing their hair in their intel- 
lectual pass of Thermopyle; men for whom 
nothing has happened since about 1870 save the 
invention of more, and more ingenious, tech- 
niques and apparatus for study, all employed to 
keep alive the ancient hypotheses and implicitly 
to sustain the doctrine of dogmatic finality in 


science. While at the other extreme, we see. 


neurophysiology trembling on the brink of a 
physico-mathematical precipice and threatening 
soon to disappear over its edge. 


x 
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What perhaps is even more remarkable to the 
innocent spectator of the modern electronic- 
neurological scene is that not seldom we find 
detached fragments of all the many conflicting 
notions dwelling together in a sort of happy 
intellectual squalor in the mind of a single in- 
dividual, as though the wisdom of our ancestors 
had never devised the instrument of logic to 
bring coherence to the activities of the mind. 


Indeed, as we look back on the history of the 
past century and the evolution of our views on 
the physiology of the brain and the latter's rela- 
tion to mind, we find that history repeating itself 
and we discover that the lesson of history is 
that we do ret learn from history, but that each 
generation tends to make the mistakes of its 
predecessors, merely dressing them up in a new 
terminology so that they seem different. 

Thus in the 17th century, Descartes thought 
of the body as a collection of machines, and all 
its functions were to be explained like those of 
a clock or a pump from the arrangement of its 
parts. The mind was for him a separate sub- 
stance, “requiring nothing but itself in order to 
exist”. In the 19th century, Huxley and his scien- 
tific contemporaries, even more deeply machine- 
minded than Descartes, though now they called 
the machine “protoplasm”, looked forward. to 
the day when they would find a mechanical ex- 
planation of consciousness. They did indeed 
want to bring the mind back into the body, but 
only as one of its mechanical functions. 

Today the physical world on which Huxley 
stood so confidently has crumbled away, for the 
physicists have abolished the substantiality of 
matter and the philosophers are making another 
attack on the concept of mind, and man has be- 
come a mere flux of nervous states circulating in 
an immaterial brain. Some go even further and 
anticipate the time when a man will be ade- 
quately subsumed in terms of statistical and 
mathematical terminology. 

All this, I venture to say, is the negation of 
biology, for it reduces mind and life to the level 
of inanimate nature, and in providing mathe- 
matical formule which illustrate physiological 
and mental activities, this view proposes that 
such.formulz can account for mind and life. But 
a dead nature can give no reasons. 


Of the members of that ill-fated dynasty, the 


Bourbons, a cynic said that they had learned 
nothing and forgotten nothing, and this surely 
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is a just comment upon those Peter Pans of 
science that every generation produces, who, 
having found a formula for generalizing certain 
particular effects, and invented a few new terms, 
offer them to us as the whole truth about the 
activities, nature and destiny of homo sapiens. 
As Sterne, the 18th century novelist, remarks in 
his Tristram Shandy, “Some men rise by the art 
of hanging heavy weight upon small wires”. 


Fhus as we review the past, we find those who 


seem unwilling to accept any new generaliza- 
tions, and at the other extreme those who, upon 


fragmentary evidence of obscure significance, 
weave vast generalizations about man and his 
nature, and prefer to talk their biology in the in- 
adequate languages of mathematics and physics. 

Now these criticisms may well seem to savour 
of some intellectual arrogance on my part, and 
therefore I confess that as I look back upon my 
40 years as a practising clinical neurologist, pure 
and simple, with an amateur interest in the prob- 
lem of the organization of movement, I, too, 
blush as I recall the false simplicities with which 
I have from time to time invested the subject, 
and the boldness with which I have written on it. 
I am today less certain about it all than at any 
previous time, and it is in this spirit of an ad- 
mitted—though perhaps not a unique—ignorance 
that I approach the problem now. 

Let us then take stock of our labours in the 
field of cortical physiology, let us see how it is 
that we have failed to gather a fuller harvest 
from the work of so many men and so many 
years, and let us consider what we must do and 
how we must think in future if we are to gain a 
greater measure of insight into the secrets of 
cortical relationships and organization. The 
questions I shall discuss are very general ones, 
but surely this is the kind of occasion upon which 
we may for an hour stand back from the details 
of our work, to see whether distance confirms 
quite all the charms it seems to possess at close 
quarters. 

At once on setting out on such a general sur- 
vey we come up against some fundamental dif_- 
culties that must be dealt with before we can 
proceed. The first is that we are dealing with a 
subject that has been approached from different 
angles, by different methods and by observers 
with different trainings. There are the clinicians 
and the experimentalists. Have they a language 
in common? Do they share a common historical 
background as they view this subject? I doubt 
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if we could answer these questions in the 
affirmative. 

The history of cerebral localization as a 
modern doctrine goes back to the ’60’s of the 
last century, and it opened in the clinical field 
at a time when the teachings of the French 
physiologist, Flourens, wholly rejected the notion 
of any localization of somatic functions in the 
cerebral hemispheres. _ 

Broca, Bastian, and, greater than either, 
Hughlings Jackson, first forced upon the most 
unwilling attention of the scientific world the 
indications they had found of such localizations. 
Their findings were quickly confirmed by the 
experimental observations of Fritsch and Hitzig 
and of Ferrier. Most unfortunately, a separation 
early appeared between the thought of the clini- 
cal pioneer, Jackson, and that of the experi- 
mentalists. This separation is only now beginning 
to show signs of narrowing, and we have yet to 
catch up on the delay in the development of a 
sound theoretical neurology of the cerebral 
cortex that it has done so much to ensure. 

We might almost say that there are two litera- 
tures on this subject, clinical and experimental, 
and that no one adequately knows both. That is 
to say that we suffer a defect in the historical 
background of our thought. I feel it to be idle 
to begin one’s study of cerebral physiology with 
the experimental literature of the past 30 years 
as the majority of young students of the subject 
now do. By whatever method studied, cortical 
physiology no more began in our lifetime than 
Western civilization dates from the Declaration 
of Independence. 

It is still possible, however, for us to have 
what I may call an articulated skeleton of the 
early history of the subject in that great but 
forgotten work, Schafer’s Textbook of Physiology, 
published in 1900, the second volume of which 
is largely devoted to the nervous system. In this, 
the articles on brain and cord by Schafer and 
by Sherrington are masterpieces of critical sum- 
mary of their date, and contain facts and view- 
points that still have considerable importance 
for us. Jackson’s work there finds a more apt 
appreciation than it has found in any later text 
of physiology. Indeed, from about that time 
Jackson sank beneath the physiologist’s horizon, 


to be discerned thereafter in the physiological 


world only in the writings of Sherrington. 
Yet the hiatus between clinical and experi- 
mental outlooks is not the only one, for even 
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within the field of experimental physiology there 
is just as wide a gap between the thought and 
the writings of the schools that adhere to the 
mosaic conception of cortical structure and 
organization and those of the more dynamic 
school so ably represented by Lashley, Bard, 
Woolsey, Denny-Brown and others. 


It is not unreasonable to submit, therefore, 
that defects in the background of relevant knowl- 
edge have played their part in retarding the 
advent of coherence and comprehensiveness of 
thought in this matter of cerebral physiology. It 
is the present generation of aspirants to neuro- 
logical knowledge, clinical and experimental who 
must suffer most from this disadvantage which 
the textbooks perpetuate. 

The next problem that faces us is that of our 
use of our operative terms. It would be difficult 
to exaggerate the importance of this matter. Let 
us take two very familiar terms in our grammar, 
namely “localization” and “function”. What a 
diversity of problems is wrapped up in the word 
“localization”, and if we do not know precisely 
to what we refer when we use it, or what it 
means when we hear it, how can we hope to 
conduct useful discussions in which it is a key 
term? The same consideration apply to the term 
“function”. 

When the clinical neurologist “localizes” a dis- 
ease process, he is apt to say that he has placed 
a lesion and localized a symptom, the latter 
being some perversion of normal function. But 
the experimental physiologist, having made the 
lesion of his choice and studied its functional 
consequences, too commonly assumes that he 
has localized a function and its structural basis. 

Already, then, we see three possible meanings 
or references of the term. There are three things 
capable of localization: structure, function and 
symptom. In respect of function and symptom, 
can we say that we are always aware of which 
of the two we are thinking in any given situa- 
tion? Quite clearly, we can say nothing of the 
sort. 

The truth is that the “symptom” is not a 
familiar item in the language of the physiologists 
and therefore not a customary element in his 
thought. He seeks to discern normal function 
and too readily comes to assume that this is what 
his experiment has revealed. Even the clinical 
neurologist, who should know better, too often 
confuses symptoms with normal functions. Our 
knowledge of the speech function is _pre- 
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dominantly based on the study of symptoms of 
lesions, yet how widely are our hypotheses as 
to the organization of speech vitiated by our 
failure to realize that symptoms are not normal 
functions, nor the reverse of normal functions. 
Not a little of our attempted analysis of cere- 
bellar, hypothalamic and basal ganglion func- 
tions is also vitiated by this same failure. Yet 
Jackson in his day repeatedly emphasized the 
distinction between symptoms and functions and 
some thirty years ago von Monakow made it 
the subject of a major work. 

The term “localization” has therefore anatomi- 
cal, physiological and pathological connotations, 
quite apart from any consideration of the 
dynamic principles we must now suppose to be 
embodied in the term. 

Here we begin to come to grips with what I 
have called our neglect of method. This matter 
of precision and definition in our use of words 
is one calling for our urgent attention. I have 
elaborated this argument so often before that 
I will not longer dwell on it now, but it has to 
be mentioned, for the loose, equivocal use of 
terminology is one of our besetting sins. 

To resume then, there are two orders of 
physiological notion embodied in the term 
“localization”; first the concept expressed by it, 
what Jackson spoke of as “the broad principle of 
localization”, and second, the nature, in terms of 
normal function, of the event or process sup- 
posed to be localized. 

The formulation of principles of localization, 
of generalizations about localization, must de- 
pend upon the state of knowledge at any given 
time. There is no finality in science, and the 
generalizations of yesterday, fruitful in their 
time, may become today or tomorrow obstacles 
to the process of thought. Nevertheless if prin- 
ciples of localization must therefore always re- 
main provisional, the distinct problem as to the 
significance of what is localized is a matter of 
interpretation, of reasoning, and is not so de- 
pendent on additions to knowledge. 


LOCALIZATION 

Let us, for example, take the word “localiza- 
tion” as employed by those who use electrical 
stimulation to elicit function. What we are con- 
cerned with is this, from the punctate stimula- 
tion of a given cortical spot, a given muscular 
movement is elicited. What is the meaning of 
this movement in terms of normal physiological 
process, of function? 
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To this question the experimentalists return 
two directly opposed answers, indeed both may 
be found in a single paper in some instances. 
The first is that this method reveals the basic 
plan of the cortical organization of movements. 
Some say that this plan can be analyzed in terms 
of the single muscles of the morphologist'’s 
nomenclature, others that it can be analyzed into 
the elementary co-ordinated components out of 
which the range of combinations and sequences 
of purposive movement is made. The second 
answer is that neither muscles nor movements 
are represented at these points, that electrical 
stimulation is artificial and its results merely 
show what can, as it were, be forced out of the 
neuromuscular machine by applied electrical 
currents. 

It is clear that we cannot accept both con- 
clusions, though a few have found this intellec- 
tual feat possible, and we have therefore to ask, 
“what conclusions are valid?” These are seen to 
be clear, simple and limited. All agree that this 
mode of activating the cerebral cortex is un- 
physiological; that is, it sets the cortex a task it 
was not designed to perform, a task profoundly 
different from any carried out by it in the 
sentient animal in motion. Put simply, as Denny 
Brown has put it, this stimulus is not an “ade- 
quate stimulus” in the Sherrington sense. 

This being so, we may not assume that what 
we have evoked has the form or the character 
of a normal process. We may not look upon the 
movement we have evoked as representing a 
normal property of the cortex possessed by it 
when we are not thus stimulating it. 

Yet this is in fact the conclusion that has been 
reached by most physiologists. The common 
teaching is that the essential plan of the cortical 
role in the organization of purposive movements 
has been exposed to view by this mode of opera- 
tion, and for most authorities this plan is so 
fixed and rigid that it can be minutely repro- 
duced on diagrams of the cortex in the form of 
lists of names of moving parts arranged in a 
constant sequence on the precentral gyrus. As 
testimony to this almost universal belief are the 
many maps of the cortex that look out on us 
from the pages of papers, monographs and text- 
books. Never are the legends attached to these 
figures allowed to tell the reader that what he is 
looking. at is no more than a diagram of the 
effects yielded by a particular mode ‘of experi- 
ment, and has no proved theoretical meaning. 
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When we recall the infinite labour and _ in- 
genuity that have gone to the construction of 
these maps, the high level of technical skill in 
devising means of stimulation and in applying 
them, it is with a sense of shock that we realize 
that the interpretation of all this work in terms 
of physiological theory has been as erratic as we 


find it to be. 


Thus these maps gain for a point of view that 
does not flow from the facts, the appearance of 
a reality of which nature knows nothing. I can- 
not hope to live to see the day when these 
figures disappear from the texts upon which 
students are reared, or the time when we shall 
see them accompanied by legends that will tell 


‘the reader how little in fact they do represent, 


and what this little precisely is. I feel, however, 
that the recent remarkable observations of 
Liddell and Phillips upon the thresholds of 
excitability of the motor cortex has brought this 
day appreciably nearer, for surely it can be no 
longer possible to go on presenting these maps 
as showing the essential physiological pattern of 
function. 


Now we have known for close upon 40 years 


that the results of these stimulating experiments 
show no such rigidity as these maps reveal, and 
that the results depend for their form and extent 
upon many variables: upon the form, strength, 
duration and number of the electrical stimuli 
employed: upon the depth of anesthesia to 
which the brain is subjected during. operation: 
upon the immediately prior activities of the 
relevant cortical points, and upon other factors— 
cortical and subcortical—that exalt or depress the 
activity of the cortex. 


Nevertheless, we cannot write off these maps 
as having no factual basis, for too many investi- 
gators have found this mosaic of movements. 
They must, therefore, depict some aspect of 
reality. There is some sense in which it is correct 
to speak of a cortical mosaic. This brings us to 
the crucial questions, namely, in what sense are 
they true, and what aspect of reality do they 
represent? This is the simple obvious question 
which no one seems to have worried about, yet 
upon a correct answer to it must depend the 
solution of the problem which we are considering. 

I submit a tentative answer, namely, that this 
abnormal mode of activating the cortex has 
given a glimpse of a structural pattern related 
to the projection pathways efferent from the 
cortex, but not any glimpse of the functional 
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patterns of pure cortical activity. Structural pat- 
terns are fixed, but functional patterns are not, 
and the two must not be confused. But whether 
or not I am right about this, we have to realize 
that in all experiments we see only what our 
experiment yields, and this depends in part at 
least, upon the nature of the experimental 
operation. 

By experiment we establish a direct relation 
between operation and result. These are the two 
primary data and are all that experiment by 
itself can yield. It is by a process of further 
reasoning from these data that we must hope to 
reach a valid conception of normal function. Be- 
fore, from these two data, we can reach our 
concept of function we need to know another 
relation: namely, the relation between our ex- 
perimental procedure and the adequate stimulus. 
If this be unknown then we cannot establish the 
essential relation between procedure and normal 
function. ; 

In short, a simple step in logic tells us that 
an analogy of four terms is involved when we 
use an unphysiological mode of stimulus such as 
an applied electrical current, namely: Operation: 
Result: Adequate Stimulus: Normal Function. 
This is the shortest possible intelligible statement 
of the experimental situation, and it is a situation 
very different from that it has been commonly 
assumed to be. 

Now it is no criticism of the experimental 
method to say that it leaves us in mid air. It has 
done all it can do, and this does not include 
doing our thinking for us. In fact, experiment 
does no more than to provide us with data for 
rational study. But there is yet another way in 
which experiment creates for us a difficulty in 
interpretation. It is of the essence of a good 
experiment that it should reduce a problem to 
its smallest components, to free these as far as 
possible from complicating factors so as to get a 
clear and controllable answer. Therefore we 
isolate some aspect of a complex process from 
its natural environment of function and structure. 

Now in nature nothing is isolated. The brain 
is not simply an agglomeration of parts but a 
physiological whole. Every element of a complex 
function requires its environment to be itself. 
We are apt to forget the significance of what 
has been left out for what we have left in. In 
this way we set up a barrier between ourselves 
and nature, a barrier that only a careful process 
of reasoning can breach. 
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Here, then, we see in the particular experi- 
mental method I have chosen from many others 
that we use, how easily we may be misled if 
our intellectual weapons are not up to the level 
of our technical weapons. The literature of 
cortical stimulation shows no consistent prin- 
ciples of interpretation, but is marked by the 
almost constant failure to distinguish between 
symptoms and normal functions, with the result 
that we have as many hypotheses of cortical 
function as there are experimental methods. 
This failure is seen widely in the clinical and 
the experimental literature of neurology in so far 
as these set out to analyze the nature of normal 
processes in the nervous system. 

To conclude this part of my thesis, I return 
to where I began, namely, with the definition 
of the term “localization”. If we had always 
asked ourselves precisely what this term referred 
to, and had realized that it had more than one 
reference, we might never have fallen into this 
confusion. From equivocal terminology we have 
gone on to false conclusions. 

In a sense we may say that what cortical 
stimulation produces is a sort of fluctuating dis- 
order of cortical function due to the intervention 
of something foreign to the organism. Now a 
fluctuating disorder of cortical function due to: 
the intervention of something foreign to the 
organism is the shortest possible definition of 
illness. Thus, all unaware, our experimentalists 
have been creating experimental dysfunctions of 
the cortex and have mistaken them for healthy 
activities. This is the matter in a nutshell. 


FUNCTION . 


Let us now pass on to consider the other 
term “function”. What are we to understand by 
this, and in what mode can it be localized? 

The view we take of function must reflect 
our outlook upon the nature of the organism. If, 
like Descartes, we think of it as a mere collec- 
tion of parts, like a clock or an hydraulic 
machine, we shall think of function as something 
expressing the activity of a local structure. In- 
deed, for the followers of Descartes, the body 
was composed of parts each with its specific, 
fixed and autonomous function: the stomach 
was a chemical retort, the kidney a sieve, the 
lungs a bellows and the bones and muscles a 
system of cords, pulleys and struts. Function was 
a kind of “slave of the lamp” wholly in bondage 
to local items of structure. 
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Nowadays no one would give formal assent 
to this notion, but it is implicit in much of our 
thinking about function. 

On the level of abstraction on which the 
biologist properly studies the nervous system: 
2.€., aS space-occupying matter, we can hardly 
conceive of function without correlating it with 
structure. As biologists we cannot dwell in a 
universe of discourse with the physicists where 
there is only the undefined concept of energy to 
bite on. There is a passage in Brodmann’s famous 
monograph on cortical localization that is 
germane to this topic. I translate it freely .as 
follows: 

“In all fields physiology finds its secure foundation in 
anatomy. Histological differentiation must provide the 
basis of all studies upon the localization of nervous func- 
tion, and now more than ever we should keep in mind 
Gudden’s aphorism: namely, that any physiological 
hypothesis which runs counter to well-established ana- 
tomical facts is meaningless. Anatomy must precede 
physiology, and any prior physiological hypothesis must 

nd its anatomical justification. 

I doubt if this pronouncement would stand a 
rigid logical analysis, for it begs several ques- 
tions, but the w:iter’s meaning is clear: he wants 
to make function the absolute slave of local 
structure within the nervous system. There is, of 
course, a great deal in what he says, and we have 
not to go far to look for examples of error aris- 
ing from the neglect of this axiom. For example, 
Head propounded his epicritic and protopathic 
afferent nervous systems, and Lewis his noci- 
fensor system, without due regard to whether 
they were in facts structures capable of, or free 
to perform, the functions thus postulated. In 
fact these systems as described were incapable 
of diagrammatic representation, for within the 
central nervous system their paths led no one 
could tell where, to do no one could tell what. 

We believe now that there are no such struc- 
tures, and thus the physiological hypotheses 
built upon the supposition of their existence have 
disintegrated. 

On the other hand we have seen in the field of 
cortical cytoarchitectonics what a_ paralyzing 
influence upon the evolution of physiological 
thinking can come from an undue preoccupation 
with histological details. It is an irony that the 
psychosurgeon so-called, is now beginning to 
perform selective ablations of Brodmann’s areas 
just at the moment when the existence of the 
ones he is interested in has become—to say the 
least of it—extremely dubious. Doubtless, how- 
ever, this little detail will not deter them. 
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I have found the most interesting modern ex- 
position of the relation of function to structure 
in Riese’s recently published and _ stimulating 
monograph, entitled “Principles of Neurology’, 
wherein he rightly points out that we still lack 
a precise definition and analysis of the term 
“function”. He says that for the most part we 
conceive of it as the specific activity of a 
specialized tissue: an activity which results from 
the organ and its structure. Activities are thus 
traced back to structures as to their ultimate 
sources, more or less as Brodmann wished us to 


' believe. Yet, says Riese, “functions must be con- 


ceived first and foremost as direct manifesta- 
tions of life. Functions are life in action, and al- 
though structures contribute to function no 
single organ is the sole workshop of the function 
we are accustomed to assign to it.” 

It is inherent in the accepted principle of 
integration that no isolated organ in itself can 
wholly explain the function we relate to it, 
though it is one of its necessary instrumental 
conditions. As the body could not continue to 
exist without its environment, so within the 
compass of the nervous system, no single part 
could function or have meaning without its en- 
vironment of neural structure and functien. 

The living organism is not just a complicated 
machine, each item of which has a single fixed 
function to perform. It has in itself a directing 
purpose, a teleological principle, which dis- 
tinguishes it from the most complicated machine, 
which integrates the activities of its parts and 
raises its several aspects of function above the 
level of total subservience to local structure. 


Moreover, is it not one of the clearest lessons 
of the most recent advances in the study of func- 
tion that while patterns of structure are fixed, 
patterns of function are fluctuating and evan- 
escent? Patterns of function play over the fixed 
patterns of structure like the fingers of the 
pianist over the keys. 

Thus the days of the naive, direct and rigid 
relationship of structure to function, as so well 
exemplified in the mosaic conception of the 
representation of movements in the cortex, are 
gone, and with their departure our notions of 
localization and of function are enlarged and 
offer to us, do we but pursue them logically and 
consistently, the prospects of deeper insights into 
cortical function. In this connection it would be 
unreasonable not to admit the value of the in- 








Ay 









Canad. M. A. J. 
Jan. 1953, vol. 68 


sights which modern electronic studies have 
given us. We have but to think clearly and a new 
and more fruitful era of advance in neurophysi- 
ology may dawn for us. 
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At this point I bring my remarks to a close. 
My purpose has been a modest one, a mere 
clearing of the ground, a taking stock, a search 
for lessons that may help us in our further work. 





THE AGED MENTAL 
HOSPITAL PATIENT 


WILLIAM FORSTER, M.B., B.S., 
D.P.M.(Eng.), Brandon, Man. 


THE PROBLEM of the increasing elderly patient- 
population in the mental hospital needs no 
underlining. The Middlewood Hospital, Shef- 
field, England, is a representative urban mental 
hospital, and 25% of its 2,000 beds are occupied 
by patients aged 65 or over. This is probably not 
an unusual situation in an urban district where 
the proportion of mental illness amongst the 
chronic aged sick may reach 10%. 

The investigation consisted of a survey of all 
the patients in the hospital aged 70 or over. The 
aims were (a) to find how the aged population 
of a representative urban mental hospital is 
constituted; (b) to trace the course of long-stay 
psychotics into the senium, especially with 
reference to the development of dementia; and 
(c) to find what categories of mental illness pose 
the greatest nursing problem in old age, and to 
study measures for their care. The latter is not 
reported on here. 

The material consisted of 178 females and 81 
males, the preponderance of females being 
probably explained by their greater longevity. 
Each patient was examined anew and the pro- 
gress of those who had met their old age in the 
hospital was carefully traced from admission. 

The group is thus highly selected, being made 
up of those that have survived to a relatively 
high old age, come from an urban and industrial 
environment, and are of the public mental hos- 
pital class. It contains an overwhelming pre- 
ponderance of long-stay patients. 

The age of 60 was arbitrarily chosen as mark- 
ing the onset of the senium in both sexes, the 
patients being grouped into those with onset at 
60 or less, and those with onset at 61 or above. 
Where a patient had been admitted in old age 
but there was a history of psychosis earlier in 
life, the case was grouped as having an onset 
prior to 60. The term “paraphrenic” is used in the 


classification in the sense used by Kraepelin.? 
All the affective reactions are grouped under the 
diagnosis of manic-depressive psychosis, and in- 
volutional melancholia is not distinguished. 


STATISTICAL FINDINGS 


As the number of patients in each diagnostic 
category is small these conclusions can be only 
tentative. With the exception of the relatively 
few non-paraphrenic schizophrenics the patients 
breaking down before the senium did so in 
middle or late middle life, i.e., between 40 and 
60 years. Presumably those with onset in youth 
had recovered or died before the age of 70. 


The ‘paraphrenic type of reaction showed 
a very marked preponderance over the other 
types of schizophrenia in middle and old age: it 
is by far the most important type in the causation 
of long-stay illness from middle-age onwards, 
and in old age it is virtually the only type which .. 
occurs. 


Schizophrenia accounted for 55% of the 
breakdowns beginning before the senium in 
women, affective reactions accounting for 29%. 
The corresponding figures for males were 38% 
and 53%. While depressive illness at the in- 
volutional period has its greatest incidence in 
women,* in this material it caused more long 
stay illness in men, 34% of the men having a 
history of depressive breakdown at this period 
as compared to only 13% of the women (Table 
I). The same pattern is seen in the patients ad- 
mitted in the senium (Table II), 30% of males 
having a chronic depression as compared to only 
17% of the females, the corresponding figures 
for schizophrenia being 2% and 18%. Possibly 
depressions in the involuting or aged male as- 
sume a more malignant type, possibly males find 
more difficulty in adjusting to life outside the 
hospital than females. 

In these figures an appreciable number of pa- 
tients hospitalized or falling ill prior to 60 
showed the development of an apparent de- 
mentia, (Table I). At the time of examination the 
average length of the hospital stay of the female 
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paraphrenics was: non-demented 23 years, ap- 
parently demented 27 years; for males the cor- 
responding figures were: non-demented 24 years, 
apparently demented 28 years. For manic-de- 
pressive, depressive type the figures were: 
females 19 years and 27 years, and for males 17 
years and 19 years respectively. A detailed indi- 
vidual examination of the time in hospital of the 


TABLE I. 





PRINCIPAL Dr1aGNostic Groups ADMITTED AT 60 MINUS 


= i 








Percentage of 
diagnostic group 








. Number of Percentage apparently 
Diagnosis patients of total dementing 
Females (100) 

Schizophrenia 

Paraphrenic...... 40 40 40 
Other types...... 15 15 20 
Manic-depressive 

cise skew 16 16 44 
Depressive. ...... 13 13 39 
Other psychoses... 16 _ — 
Males (41) 

Schizophrenia 

Paraphrenic...... 10 24 10 
Other types...... 5 12 40 
Manic-depressive 

MIN kiosk as 8 19 12 
Depressed........ 14 34 12 
Other psychoses. . . 4 — — 
TABLE II. 





PATIENTS WITH ONSET AT 61 PLUS 
Modal age Number Average  Per- 
group of of stay centage of 


Diagnosis onset patients (years) total 


Females (78) 
Schizophrenia 


(Paraphrenic)..... 61 - 65 14 7 18 
Manic-depressive 

Depressed... ..... 61 - 65 13 8 17 
Re Nil 

Arteriosclerotic 

psychosis......... 66 - 70 14 5 18 
Senile psychosis... 66 - 70 37 5 47 


Males (40) 

Schizophrenia 

(Paraphrenic)..... 67 1 5 2 
Manic-depressive 


Depressed. ......; . 66 - 70 12 6 30 
aS 70 3 9 7 
Arteriosclerotic 

psychosis......... 71 - 75 8 5 20 
Senile psychosis... 71 - 75 16 5 40 





female paraphrenics showed an essentially simi- 
lar length of stay in both non-demented and de- 
mented patients. 


CLINICAL FINDINGS 


In those with onset prior to 60. In the schizo- 
phrenics there was little or no change in the 
symptomatology over the years: the paranoids 
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remained paranoid, the hebephrenics hebe- 
phrenic and so on. This is in agreement with the 
meticulous work of Kleist and his school.* More- 
over, where there was initial difficulty in placing 
a case firmly in a sub-group, the diagnosis did 
not tend to clarify with the years, and the pa- 
tients still remained difficult to classify. Four of 
the female patients diagnosed schizophrenia, 
other types, in Table I were of this kind, and 
after dubiety over the years were fitted into the 
vague category of schizo-affective. In these the 
general picture had a manic flavouring. Possibly 
some patients of this type are suffering from 
chronic mania rather than schizophrenia. 

The disturbed patient tends to become quieter 
over the years.’ Many of these patients were 
troublesome for a varying time after admission, 
particularly the paraphrenics, but in this ma- 
terial only one patient of each sex still required 
care in a refractory ward, despite the persistence 
of the original delusions. 

Improvement was seen in some of the pa- 


TABLE III. 





SENILE Psycuosis—TyYPESs 











Predominantly Predominantly Simple 
affective paranoid deterioration Total 
F. 11 (30%) 9 (24% 17 (46% 37 
M. 4 (25%) 4 (25%) 8 (50%) 16 





tients of all the diagnostic groups but was 
chiefly in the melancholics. An_ interesting 
tendency for improved melancholics to relapse 
at the onset of a physical illness was noted. The 
histories in more than one case of depressive re- 
action coming on just before the age of 60 
showed an initial diagnosis of organic dementia, 
while the later picture made this untenable. 
Roth’s suggestion as to the use of ECT as a 
therapeutic test® would appear the only means 
of diagnosis for such cases, and there is little risk 
in it aggravating any dementia that may be 
present.’ 

In those with onset in the senium. Paraphrenic 
schizophrenia occurring after 60 showed little 
difference in clinical picture to that beginning 
earlier; but dimming of hallucinations and de- 
lusions did not occur except in one case with 
a hospital stay of 13 years. Probably the shorter 
stay in hospital explains this. 

The diagnosis of arteriosclerotic dementia 
was based only on (a) a history of cerebrovascu- 
lar accident, or (b) the development of epilepti- 
form seizures plus arteriosclerosis, and/or (c) a 
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history of one or more confusional episodes plus 
peripheral arteriosclerosis. Retinal arteriosclero- 
sis in the absence of the above was disregarded, 
as was an antecedent history of dizziness. 
Sheldon® found a history of vertigo in half of a 
sample of elderly people living at home, and 
ascribed it to senile labyrinthine degeneration, 
changes in blood pressure or disease of the ear. 

Euphoria, emotional lability, depression, ir- 
ritability, or apathy as the dominant moods were 
about evenly distributed in the arteriosclerotics. 
Systematized, fixed delusional systems are un- 
common in this group.® In the few cases in this 
material where paranoid delusions were present 
they were changeable and presented as an 
expression of general cantankerousness in an en- 
vironment strange to, resented by, and mis- 
interpreted by the patient. 

As regards senile psychosis the distribution of 
the various clinical features was about the same 
for both sexes (Table III). About half the cases 
showed simple deterioration, about a quarter a 
paranoid picture plus dementia, and the re- 
mainder features which in the absence of de- 
mentia would have placed them in the manic de- 
pressive group. 

In those showing predominantly a paranoid 
colouring the delusions were poorly if at all 
systematized, and were commonly adapted to 
fit the hospital environment; moreover they 
showed in their absurdity or grotesqueness the 
marked lack of judgment one would expect, ¢.g., 
an old lady claimed that all the other patients 
were her husband’s wives. Auditory hallucina- 
tions were not infrequent, but it is likely that 
many hallucinations in senile psychotics are 
more properly illusions, stimuli being misin- 
terpreted through deafness and a_ paranoid 
mental set. The delusions appeared less to be 
projections than misinterpretation of the en- 
vironment by a brain suffering from the oppres- 
sion of senility. An exception was shown by one 
patient in each of the male and female paranoid 
groups who had a typically schizophrenic 
picture combined with dementia, both having an 
hereditary loading with schizophrenia. 

Where the picture was predominantly affec- 
tive the hypomanics showed the usual features 
of garrulity, euphoria, overactivity and so on, 
combined with a fairly marked dementia: the 
depressives showed depression, confusion and 
agitation, with in two cases a classical melan- 
cholic picture. 


~ 
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DISCUSSION 


Views on the development of organic de- 
mentia in the hospital patient are somewhat 
controversial; but it is the general impression of 
those working in mental hospitals that it does oc- 
cur quite frequently. On the other hand, 
Riemer” states that its development in schizo- 
phrenics hospitalized into the senium is negli- 
gible. While patients remaining in hospital for 
years lose much of the drive behind their de- 
lusions and their behaviour becomes less aggres- 
sive, a good number also become apathetic and 
cease to take even a resentful interest in their 
surroundings. On account of the apathy they sit 
around careless of their habits, and because of 
their lack of interest they show impairment of 
recent memory and disorientation to time. They 
cannot be bothered to answer questions which 
require effort and answer at random. The 
original psychosis may be such as to make psy- 
chometric test results of no or doubtful value. In 
addition, the use of psychometrics in the aged 
poses its own problems.'' Hence the diagnosis 
of a supervening dementia on an originally “func- 
tional” psychosis must often be a matter of diffi- 
culty and be purely the individual opinion of the 
clinician. In the pre-senium group here described 
a patient was considered demented if there was. 
deterioration in habits, if toilet care, help in 
dressing and so on were required for mental 
reasons, and if in addition there was impairment 
of memory and disorientation. These features, 
however, are not sufficient to distinguish de- 
terioration in a “functional” psychotic from 
dementia in the same person. While in the ma- 
jority of the cases in this material the dementia 
was considered to be organic, the term apparent 
dementia is used to cover all cases. 

Females show more tendency to dement than 
males (Table I). Possible factors in this may lie 
in the hospital surroundings, or females may be 
less able to weather prolonged hospitalization. 
As a rule they are more limited to the hospital 
buildings and somewhat monotonous occupa- 
tion. Moreover, since there is usually a female 
staff shortage there may be less individual at- 
tention. This could result in the development of 
an apathetic attitude leading to an apparent 


intellectual atrophy. Since apparent dementia 


appeared in both manic-depressive and schizo- 
phrenic breakdowns to an appreciable extent it 
seems unlikely that the type of psychosis has any 
bearing on its development. It would seem that 
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constant urging to activity, especially social 
activity, and continued active treatment on the 
long-stay wards is indicated. Of course, these are 
already held up as ideals, but they often fall far 
short in the realization. 

Arteriosclerotic dementia followed the clinical 
pattern described in the textbooks as regards 
the mental features. A consideration of the senile 
psychoses however, seems to indicate a clarifica- 
tion of what is meant by the term. Recent work 
has shown that a surprising number of “func- 
tional” psychoses occur in the senium and are 
not associated with dementia. Roth and Morris- 
sey’ found that half of 150 consecutive aged ad- 
missions to a British mental hospital had an 
effective psychosis (81 cases of which 74 were 
depressive). The authors also point out the dis- 
crepancy between their figures and those of the 
U.S.A., where psychoses on an organic basis pre- 
ponderate 7 times over the functional, and they 
suggest that the U.S.A. interprets senile and 
arteriosclerotic psychosis much more widely than 
can be justified on theoretical or practical 
grounds. This investigation was not concerned 
with the incidence of any one illness, but as 
Table II shows, of the patients admitted for the 
first time in the senium and remaining as long- 
stay illnesses, only 65% of the females and 60% 
of the males had senile or arteriosclerotic break- 
downs, while the depressives in both sexes and 
the female paraphrenics were each about equal 
in number to the arteriosclerotics. Even consider- 
ing the liability of the seniles and arteriosclerotics 
to die shortly after admission,’? the figures would 
not indicate that they should have a high inci- 
dence in relation to functional psychoses, since 
many patients with affective reactions come to 
discharge, while those with organic brain 
changes remain. 

Considering the senile psychoses themselves, 
it is known that there is a fundamental difference 
between the paranoid features of this condition 
when they occur and those of primary delusions.’ 
But a deluded patient also presenting dementia 
is generally diagnosed senile psychosis, with the 
rider “paranoid type” although he may be 
basically a schizophrenic. 

The same applies to the depressed or hypo- 
manic patient admitted in this age group. Where 
there is no dementia the depressives may be cor- 
rectly diagnosed by the response to ECT. 

It has to be recognized that affeetive and 
schizophrenic reactions occur quite frequently 
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in the senium, not only independently of any 
organic brain deterioration, but also in indi- 
viduals with such deterioration. In the latter the 
organic condition may be primary, resulting in 
disinhibition’® and the release of latent tenden- 
cies of these types. Whatever the mechanism, the 
“functional” symptoms are likely to be those re- 
sponsible for bringing the patient to hospital. 


SUMMARY AND CONCLUSIONS 


1. The entire aged population of an urban 
mental hospital (178 females and 81 males), was 
examined. 

2. The great majority of those breaking down 
before the senium did so in middle age and the 
involutional years and remained continuously in 
hospital. In the females schizophrenia pre- 
ponderated (55%), in the males affective re- 
actions (53%), as the cause of long-stay hospital- 
ization. 

3. An appreciable number of this group de- 
veloped features indistinguishable from organic 
dementia. This was not related to the length of 
hospitalization or to any particular psychosis. 
The features developed more frequently in 
females than males. It is possible that the hos- 
pital environment by encouraging apathy may 
contribute to apparent intellectual atrophy. 

4, In the breakdowns of the involutional period 
and later, with survival of the patient to a good 
old age, the only type of schizophrenia of im- 
portance is the paraphrenic. 

5. Affective and schizophrenic reactions occur 
in the senium both independently of and com- 
bined with signs of dementia. Probably the only 
true senile psychoses are (a) simple deterioration 
and (b) deterioration with secondary delusions. 
In other varieties the affective or schizophrenic 
components should be seen as such, and as 
independent of the primary psychosis, though 
they may be the result of disinhibition. 


I wish to thank Dr. F. Thorpe of Middlewood Hos- 
pital for the facilities and his encouragement of this 
work, Dr. S. Schultz of Brandon Mental Hospital for his 
interest and criticism, and Nursing Sister M. Evans of 
Middlewood for her practical help during the investiga- 
tion. 
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CLINICAL ORIENTATION 
TO ALCOHOLISM* 


R. G. BELL, M.D., Willowdale, Ont. 


THIS PAPER will attempt to present a clinical 
orientation to alcoholism that could be utilized 
by the general practitioner. The two groups of 
physicians most concerned with alcoholism are 
the general practitioners and the industrial 
physicians. The industrial physician and the 
general practitioner are not likely to encounter 
the alcoholic patient at the same stage of his 
disease, and in this paper more emphasis will 
be given to the phases of alcoholism most likely 
to be encountered by the general practitioner. 
It is not presented as a scientific treatise but 
merely as a suggested means of clinical orienta- 
tion. 


Basic ORIENTATION 

Our orientation to alcoholism begins with the 
following hypothesis. It is theoretically possible 
to develop disease from chronic toxic exposure 
to any chemical. The toxic effect of any chemi- 
cal is a function of the concentration or dose of 
the chemical and the duration or repetition of 
exposure. The higher the concentration, the 
shorter the time necessary to produce a toxic 
effect, and, conversely, the longer the time of 
exposure, the lower the concentration required 
to produce the same effect. 

The dose of alcohol and duration of exposure 
capable of producing disease vary with the in- 
dividual. Therefore, prevention must result from 
the individual’s early recognition of toxic effects 
or from maintenance of sub-toxic doses or from 
total abstinence. The nature of the chemical will 
determine the nature of the changes it produces 
in the body, and the organ systems that are 
primarily involved. 

The real causes of disease involving chronic 
toxic exposure to chemicals are the factors re- 
sponsible for a sufficiently prolonged, sufficiently 
intense exposure to break down individual re- 
sistance. There are several chemicals in the 
anesthetic and narcotic group which are capable 
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of altering metabolism and thereby changing the 
way an individual feels. The chemical most 
commonly utilized for this purpose in North 
America is ethyl alcohol. A study of the nature 
of ethyl alcohol should result in an appreciation 
of the nature of the changes produced by 
chronic toxic exposure to alcohol, the organ sys- 
tems primarily involved, signs and symptoms, 
and treatment. 


NATURE OF ETHYL ALCOHOL 


Biochemical properties.—Ethyl alcohol com- 
bines the biochemical properties of glucose and 
ether, and is chemically related to both. Since 
biochemistry is not readily understood by pa- 
tients who are not technically trained, this point 
may be emphasized and illustrated in the fol- 
lowing way. 

(glucose) CsH:.O. minus 2CO, = 2 (C:H.O) 
(Ethyl Alcohol) 
3 (C:H.O) minus HzO = C,HwO (ether) 
Glucose is an energy food, ether is an anzs- 
thetic, and ethyl alcohol is both an energy food 
and an anesthetic. 

Physiological effects.—(a) Food effect: Alcohol 
has an energy food value of seven calories per 
gram. Approximately 90% of ingested alcohol is 
oxidized to carbon dioxide and water, the re- 
maining 10% accounting for the smell of alcohol 
on the breath, and alcohol in the urine, perspi- 
ration and saliva. 

The body can oxidize 7 to 10 grams of alcohol 
per hour, which corresponds roughly to 1 oz. 
of whiskey or 8 oz. of beer. Thus, the maximum 
energy available in a 24-hour period from the 
oxidation of alcohol alone, is about 1,600 calories. 
Alcohol produces heat energy but is not con- 
sidered capable of supplying the complex nutri- 
tional needs of the body tissues.' The oxidation 
of alcohol occurs chiefly in the liver. 

When assessing the contribution of the food 
factor to disease, it is helpful to think of. this 
factor as if it were pure white sugar. If a person 
were to add to his diet, repeatedly, one to two 
thousand calories of sugar without balancing this 
extra caloric intake with an adequate amount of 
vitamins, he would begin to acquire beriberi 
and other disorders related to imbalanced nutri- 
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tion and specific deficiencies.2 These should be 
considered as secondary or side effects. Beriberi 
is frequently acquired by the person who experi- 
ences chronic toxic exposure to alcohol, but now 
it is more commonly referred to as alcoholic 
neuritis. 


If a person drank so slowly that his body 
was able to get rid of the alcohol as fast as it 
was received, he could not acquire disease from 
the anesthetic effect of alcohol but could still 
acquire disease from the imbalance in nutrition 
associated with the food effect. Most of the dis- 
ease associated with the food effect should be 
considered reversible and curable except in the 
very late stages. The most significant changes in 
the body produced by alcohol are those result- 
ing from its anzsthetic effects, and at least one 
of these changes is now considered to be irre- 
versible for all practical purposes. 

(b) Anzsthetic effect—The anesthetic effect 
is experienced while the alcohol is “waiting for 
oxidation”. Thus, the anesthetic effect will be 
related to the rate of alcohol intake in excess of 
alcohol elimination by oxidation and excretion. 

As an anesthetic, ethyl alcohol is approxi- 
mately one-third or one-quarter as effective as 
ether; that is, it would require about three or 
four times as much alcohol as ether to produce 
any specific state of anzesthesia. 

According to Harris,* anesthetics are believed 
to produce their effect by interfering with three 
important stages in the oxidation of glucose. 
When explaining this concept to patients, we 
point out that the body has a complex “ignition 
system” to burn glucose; that glucose is our most 
important energy food; and that an anesthetic 
produces its effect by “turning off” part of the 
ignition and thereby reducing the activity and 
energy of certain body cells. If this concept 
should prove to be correct, it would mean that 
alcohol can only produce its anesthetic effect at 
the expense of the stability of the mechanisms in 
our body that are involved in the oxidation of 
glucose. 

An anesthetic acts most obviously on nervous 
tissue, and the degree of functional disturbance 
appears to be greatest on the highest and most 
complex brain centres. As an anesthetic, alcohol, 
according to dosage, can duplicate the thera- 
peutic effects of the various drugs described as 
sedative, hypnotic, analgesic, and narcotic.* The 
first effect of alcohol is to decrease inhibitions 
and the tension, resentment or anxiety involved 
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in the maintenance of inhibitions. This cortical 
effect is achieved with relatively low concen- 
trations of alcohol. The hypnotic and narcotic 
effects, which could be sought from earliest 
alcohol exposure by more seriously disturbed 
people, require higher concentrations of alcohol 
since lower brain centres are also involved. 

It is believed possible that other tissues; e.g., 
endocrine system and liver, may be either 
directly affected by the anesthetic action of 
alcohol, or indirectly affected through the pri- 
mary brain disturbance.* 

Thus, in summing up the nature of ethyl 
alcohol, it is a chemical capable of directly dis- 
turbing metabolism, and, at the same time, and 
in another way, interfering with metabolism 
through disturbance of balanced nutrition. Func- 
tional and eventually structural changes in cere- 
bral cortex, endocrine system and liver should 
be looked for, as well as the changes in the 
peripheral nervous system and elsewhere asso- 
ciated with the imbalanced nutrition. With a 
chronic disorder, one should expect a steady in- 
crease in malfunction of these organ systems as 
the disease progresses. 

Clinical orientation.—For purposes of clinical 
orientation, an attempt will be made to classify 
all drinking into seven phases or categories. This 
is based on Jellinek’s “Phases in the Drinking 
History of Alcoholics”.® 

1. Non-dependent or “social” drinking.—Non- 
dependent drinking refers to drinking for other 
than clinically recognizable anesthetic effects. 
With this type of drinking, which fortunately is 
the most common, the flavour of a drink is im- 
portant, the social occasions on which drinking 
is encountered are chosen, and the association 
with people is more important than the fact that 
alcohol may be served. Only the mildest anes- 
thetic effects are enjoyed, and alcohol is con- 
sidered a beverage like tea or coffee. Even mild 
intoxication is rarely encountered, so hangovers 
are mild and infrequent. This type of drinking 
is considered to result in an insufficient exposure 
to ethyl alcohol to produce disease in the vast 
majority of people even though it might be main- 
tained for 50 to 60 years of adult living. 

2. Dependent drinking.—This refers to a type 
of drinking involving personal dependence on 
certain anesthetic effects. The dependence may 
be associated with all degrees of maladjustment 
from mild feelings of unease to complete psycho- 
sis. Dependent drinking may follow first exposure 
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to alcohol if, at the time of first exposure, the 
person is the victim of chronic or periodic states 
of resentment, tension or anxiety. Dependent 
drinking may be acquired later if reactive ten- 
sion states to adult responsibilities and frustra- 
tions are found to be relieved by the anesthetic 
effect of alcohol. Even with negligible states of 
frustration one could acquire dependence and 
a chronic toxic drinking pattern by habitually 
“doing in Rome as the Romans do” in social 
situations involving excessive drinking. One 
could change from non-dependent to dependent 
drinking at any time. Even though all drinking 
is sti]l undertaken on social occasions, the person 
using alcohol in this way is no longer a social 
drinker. Now alcohol is more important than the 
people present at the time of drinking. Fleet- 
wood and Diethelm’ have demonstrated that 
alcohol effectively and quickly reduces emotional 
states involving resentment and _ frustration. 
Furthermore, the reduction in resentment and 
corresponding release from tension may persist 
for days following one effective exposure to 
alcohol. The person with such emotional states 
encounters effects from alcohol that are not ex- 
perienced.by one who is fortunate enough to be 
free of them. Thus, from the very start of drink- 
ing the non-dependent drinker has difficulty in 
understanding the dependent drinker, and vice 
versa. The assumption of dependent drinking 
should be considered the first warning that a 
type of drinking has been acquired that could 
lead to a sufficient exposure to ethyl alcohol to 
produce disease. 


The signs and symptoms, at this stage, are 
all related to the underlying pathology which 
persists throughout all later phases although it 
gradually is pushed into the background by the 
addition of alcoholic pathology. As yet, there is 
no pathology related to the chronic toxic effects 
of alcohol. The dependence upon the anesthetic 
effect of alcohol should. be viewed as the first 
“half” of craving for alcohol—the potentially con- 
trollable half that varies greatly in intensity, 
periodicity and duration from person to person. 

3. Increase in tolerance.—This phase of drink- 
ing may coincide with or follow very soon after 
the beginning of dependent drinking. It is con- 
sidered that at this stage dependent drinking 
has also become chronic toxic drinking. The in- 
crease in tolerance to alcohol could represent the 
first effort of the body to adjust to a chronic 
toxic experience. This should be considered as 
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the second warning that disease from alcohol 
could result. 


As the body is forced to adjust to a certain 
alcohol consumption, the formerly effective 
blood alcohol level is no longer capable of meet- 
ing the individual needs. Thus, more alcohol 
must be consumed, the body again adjusts, and 
so on, until the limit of metabolic adjustment to 
this toxic experience is reached in a particular 
individual. He is now called a “heavy drinker”, 
and for clinical purposes all heavy drinkers 
could be considered dependent drinkers whose 
drinking has also resulted in an increase in toler- 
ance. In other words, there is no safe way to 
indulge in heavy drinking. 

Disease is now still in the underlying stage. 
Since alcohol has not yet produced irreversible 
metabolic changes, the dependent drinker still 
retains the ability to eat and sleep. He does not 
suffer from any indication of disturbance in car- 
bohydrate, fat, water or mineral metabolism. 
Thus, we do not see the sweats, shakes, cramps, 
lack of appetite, or craving for sugar. However, 
this drinker is forced into a different method of 
drinking. In order to reach the effective blood 
alcohol levels denfanded by his increased toler- 
ance, he must change from sipping drinks to 


gulping them. He will not encounter sufficient: 


alcohol on most social occasions to meet his 
needs, so the practice of “sneaking” drinks will 
be established. 

Unfortunately, today it is considered that 
many so-called social drinking occasions do not 
represent social drinking as previously outlined, 
but rather mass dependent drinking and fre- 
quently mass dependent drinking with increased 
tolerance. Otherwise, there is no explanation for 
the amount of alcohol supplied and consumed 
by groups of people on many so-called social 
drinking occasions. 

A significant symptom may be encountered 
towards the end of this phase; namely, the black- 
out, although blackouts may begin much later. 
This temporary period of amnesia concerning 
the happenings during a drinking occasion, 
could indicate the third warning and usually 
means that disease from alcohol is either im- 
minent or present. It could be an anoxic effect 
on the cerebral cortex, as a result of disturbance 
in enzyme function in cortical cells. Since the 
cerebral cortex is the first to be affected by anzs- 
thetics, it is to be expected that it will show the 
first disturbance in function. The first warning— 
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namely, the beginning of dependent drinking— 
may have occurred about ten years previously. 
When blackouts occur, it is considered that pos- 
sibly one or two years of dependent drinking 
are left before irreversible metabolic changes 
begin. 

4, Disease associated with the anesthetic effect 
of alcohol begins.—Prior to this phase, dependent 
drinking could be undertaken at will and dis- 
continued when desired. Now, the second “half” 
of craving associated with metabolic change is 
gradually added to the clinical picture. The 
drinker can no longer discontinue drinking easily 
if he wants to. When he starts to drink he usu- 
ally ends up intoxicated but, at first, only for one 
evening. Very soon his loss of control extends 
to a week-end, and the week-end bender be- 
comes a factor in his domestic relationships. This 
is the stage at which we believe real addiction 
with irreversible metabolic changes is being 
established. 

In keeping with the theories of Gross,® Tin- 
terra and Lovell,'° Smith® and others, we believe 
that this metabolic change involves changes in 
endocrine and enzyme function. It is also 
believed that the pituitary gland and the cortex 
of the adrenal gland are most significantly af- 
fected, as well as the enzymes involved in carbo- 
hydrate metabolism. The physician should now 
appreciate that this man has reached the point 
of “no returning”. He has the alternatives, either 
learn to live happily without alcohol in spite of 
his dependence on it, or inevitably progress 
through the later phases of disease with ever- 
increasing dependence, both physiological and 
psychological. 

As the metabolism of the drinker is forced 
further and further away from its pre-toxic state, 
the metabolic signal of hunger which character- 
ized the former state is believed to be gradually 
“left behind” and a new sensation of physiologi- 
cal craving for the agent that maintains the new 
abnormal state is experienced. From this time on, 
metabolic equilibrium is more and more 
seriously disturbed by continued alcohol ex- 
posure, and after a drinking experience a more 
normal metabolic state is acquired with increas- 
ing pain and difficulty. Thus, the drinker begins 
to encounter the withdrawal reaction after 
drinking. 

It is usually difficult to persuade anyone at 
this phase that he must discontinue drinking 
entirely. He has not suffered much from his 
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drinking. For years it has been a quite effective 
means of making life tolerable. His dependence 
on alcohol has reached the point that he is 
alarmed at the very thought of being forced to 
live without it. If he is to be persuaded to under- 
take the effort involved in learning to live satis- 
factorily without alcohol, a great deal of tact and 
patience must be used by the physician. He 
might be a rather poor candidate for Alcoholics 
Anonymous, since it will be at first difficult for 
him to believe that many of the men he meets in 
A.A. were at his stage of the disease ten or 
twenty years earlier. Few alcoholics ask for help 
at this phase. 


5. The phase of “alcoholic thinking” —Main- 
taining an ever-increasing dependence upon 
alcohol, with an ever-increasing inability to con- 
trol drinking, the drinker now is forced into an 
involved system of rationalization, alibis and 
lying concerning his drinking. The apt term of 
“alcoholic thinking” is borrowed from A.A. This 
phase, which may extend for five to ten years or 
even longer is one in which the fear of facing 
life without alcohol still exceeds the fear of the 
consequences of continued uncontrolled drink- 
ing. The period is characterized by benders ex- 
tending into the week, solitary drinking, attempts 
at the water-wagon, changing the drinking 
pattern, periods of remorse, extravagant be- 
haviour, and new resentments. 

One of the most significant developments in 
this phase is the “morning drink”. When the 
withdrawal reaction becomes so severe that it 
cannot be endured while carrying on a pretense 
of normal work, the morning drink becomes 
essential. It is considered to represent an essen- 
tial aspect of the maintenance of an abnormal 
metabolic state which, however, has become 
“normal” for that individual. The morning drink 
should be regarded as absolute proof that all 
drinking should be discontinued permanently. 

Anyone in Phase 5 should be considered to be 
suffering from a progressive impairment in both 
cortical and endocrine function. When he 
drinks now, there is likely a marked impairment 
in his ability to eat. This aggravates the im- 
balance in nutrition. His thinking should not be 
considered as anything like his best thinking, and 
will represent a regression towards a more 
infantile pattern of adjustment. About 50% of 


‘the obvious abnormality could be considered the 


underlying pathology that led to dependent 
drinking. The other 50% should be considered 
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as related to the chronic toxic effect of ethyl 
alcohol. 

Beginning at least at this stage, one should 
look for a fatty liver and possibly check liver 
function routinely. It is unlikely that many of 
these fatty livers will have advanced to severe 
cirrhosis as yet. 

Treatment must begin by breaking up the 
pattern of alcoholic thinking; otherwise, nothing 
else that will be undertaken could possibly be 
effective. A calm discussion of developments up 
to this stage by the physician can frequently 
accomplish this in one or two interviews, and get 
the patient started on a treatment and rehabilita- 
tion program. Medical treatment will be accord- 
ing to whatever metabolic disturbances are clini- 
cally evident. If the patient can be persuaded 
that he has acquired a disease, he should be 
referred to the agency most likely to make it 
possible for him to acquire freedom from his 
dependence on alcohol. A.A. should be first con- 
sidered, but one should not refer a patient to 
A.A. and forget about him. He may or may not 
find within this organization the satisfactory 
deep inter-personal relationships that he should 
have had many years before and that can be 
utilized successfully during periods of excessive 
frustration, resentment or tension. 

If motivation for the effort involved in learn- 
ing to live happily without alcohol is poor, the 
patient may have to be referred to a special 
clinic or institution for a more comprehensive 
orientation to his particular problem. A _phy- 
sician should not become discouraged if there 
are a few relapses at first with a particular pa- 
tient. One must keep in mind that there are also 
frequent relapses with diabetics and others who 
are forced into the effort involved in acquiring a 
new way of living because of an irreversible 
pathological condition. 


During phase 5 physicians are called by wives 
but the alcoholic himself will either refuse to see 
a physician or only accept help to get off a bout. 
A general practitioner usually encounters alco- 
holics in phases 5, 6 and 7. The industrial phy- 
sician on the other hand has a unique oppor- 
tunity in his routine examinations to recognize 
the earlier phases and practice prevention. 

6. New fears.—In this phase, the fears of con- 
tinued drinking begin to balance the fears of not 
drinking. The patient is afraid of his blackouts, 
which have become more severe and more pro- 
longed. Not knowing what he has done in a 
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blackout, he is afraid to answer the door or the 
telephone. He has become concerned over his 
supply of alcohol. Since no one else is concerned 
over this commodity, he is forced to hide it. 
Sometimes he hides it while in a blackout and 
I am informed by patients that this represents 
the ultimate in human frustration. 


By phase 6 the alcoholic is looking for help by 
himself and many will turn up at the office. How- 
ever, a new danger must be looked for. Since 
dependence on alcohol alone is more and more 
unsatisfactory, without guidance, the patient will 
readily shift to a dependence on other chemicals 
with comparable pharmacologic effect. Thus, he 
should be carefully steered away from experienc- 
ing the effect of barbiturates, narcotics, car- 
bromal, paraldehyde, bromides, etc., even dur- 
ing the withdrawal period, whenever possible. 
With alcoholics it is a wise therapeutic policy to 
regard sedatives and narcotics as “carrying on 
from where alcohol left off’, not only from the 
standpoint of meaning for the patient, but of 
cumulative metabolic effect as well. For ex- 
ample, an alcoholic will become a barbiturate 
addict more quickly than a non-alcoholic. 

If properly haridled, the alcoholic in phase 6 
is an excellent candidate for treatment and 
should be a good prospect for Alcoholics 
Anonymous. Now, a medical examination and 
medical treatment are definitely indicated. Alco- 
holic pathology is more clinically evident than 
underlying pathology. The patient might benefit 
by referral to a psychiatrist, providing the psy- 
chiatrist is aware that he is dealing with a 
chronic toxic disorder associated with a particu- 
lar chemical, as well as the personality problems 
that were initially responsible for the toxic ex- 
posure and other personality problems acquired 
as a result of it. We still encounter patients who 
have been treated by a psychiatrist who has not 
appreciated that at the completion of psychiatric 
treatment the patient is still unable to drink in 
a controlled manner, even though the psychiatric 
aspect of treatment has been well carried out. 

7. Late phase.—lIf the patient reaches the point 
where the fear of continued drinking exceeds 
the fear of facing life without alcohol, and he has 
been unable to find assistance, he will enter this 
phase. Benders get closer and closer together; 
he drinks to relieve symptoms of former drink- 
ing; he tries to stop and can't; and the whole 
experience feels like a headlong plunge into 
oblivion. Other chronic alcoholic entities become 
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apparent in the withdrawal period—delirium 
tremens, alcoholic convulsions, Wernicke’s dis- 
ease, Korsakoff’s disease, severe neuritis, cirrhosis 
of the liver, etc. The patient now should have 
hospitalization at the completion of a bout. How- 
ever, if mental deterioration has not taken place, 
he should be considered a good candidate for 
treatment. 

By phase 7, practically all the disease that is 
first seen by the physician is due to the chronic 
toxic effect of ethyl alcohol. The underlying dis- 
ease has been covered over by the alcoholic 
disease and it might only become evident after a 
considerable period of abstinence. Goldfarb and 
Berman’ found that postmortems on old alco- 
holics frequently revealed atrophy of the adrenal 
cortex and sex glands, and resembled the 
changes seen in hypophysectomized animals. 
Atrophy of cerebral cortex and liver has been 
recognized for a long time in advanced cases of 
alcoholism. The functional changes have gradu- 
ally resulted in organic change in these organ 
systems. 

The seven stages which have been described 
fit the bout or periodic drinker better than they 
do the chronic drinker. First of all the chronic 
drinker usually is looking for less drastic anees- 
thetic effects from alcohol than the bout drinker. 
All aspects of disease are acquired more gradu- 
ally and insidiously. Whereas the bout drinker 
by phase 6 will have lost the ability to eat within 
one or two days of a bout, the chronic daily 
drinker retains the ability to eat something even 
though many aspects of disease are far advanced. 
More serious food effects will be noticed. Peri- 
pheral neuritis and cirrhosis will be common. 
The change in cerebral function is much more 
gradual. The chronic addict does not suffer from 
withdrawal reactions and will progress to much 
later stages of the disease before he will be con- 
vinced that he has disease. Most bout drinkers 
will be seeking treatment in their thirties and 
forties; chronic drinkers in their fifties, sixties or 
seventies. Mental deterioration will be more 
commonly encountered in the chronic addictive 
drinker when he first seeks treatment. He will 
show all of the rationalization and resentments 
of the bout drinker but usually with less remorse. 
Blackouts may not be encountered until very 
late in the disease. When he finally loses the 
ability to eat at all while drinking, he is forced 
into a periodic pattern, and the withdrawal re- 
action will likely be even more severe than with 
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the bout drinker. Alcoholic convulsions and 
delirium tremens are likely to occur during the 
withdrawal period unless he is very carefully 
treated. 


TREATMENT 

There are five phases of treatment. In treating 
an alcoholic one should keep in mind that all 
aspects of treatment are of value insofar as they 
can assist.a patient in gaining freedom from his 
abnormal dependence on alcohol. Since an in- 
creasing dependence on alcohol has been ac- 
quired over many years, one should give the pa- 
tient at least four years to free himself from this 
dependence. At the end of four years the re- 
covered alcoholic would be one who had no 
more meanings for alcohol—one who had dis- 
covered satisfactory alternative means of deal- 
ing with all aspects of life that formerly involved 
alcohol. Even though an alcoholic reaches this 
stage he is still unable to drink in a controlled 
manner so we must always avoid the word 
“cure” and think only in terms of recovery from 
dependence. 

One does not assist a patient in gaining free- 
dom from dependence on alcohol by trying to 
make him into a superman—one who is able to 
stand up to all of life's problems and tribula- 
tions by his own efforts. Recovery is achieved by 
a shift in dependence. With this in mind the 
physician trying to assist an alcoholic must 
realize that recovery will not be achieved by 
having a patient shift his dependence from alco- 
hol to sedatives. This danger has been well 
brought out by Isbell and Fraser.'* This will only 
make possible the development of a new, more 
serious addiction on top of the one that he has 
already. One should not shift from a dependence 
on alcohol to a new dependence on any one 
person for any length of time. One patient that 
we had recently had shifted his dependence to 
his psychiatrist. He developed a new sense of 
security from his ability to contact the psychia- 
trist at times of stress and emotional conflict. 
This worked well for 314 years until the psy- 
chiatrist died and the patient promptly returned 
to his dependence upon alcohol. Thus, any de- 
pendence upon individuals, including physicians, 
should represent a temporary shift, leading 
eventually to a new dependence on the patient’s 
inter-personal relationships and in a new faith in 
himself and his purpose in life. 

To date, Alcoholics Anonymous has been most 
successful in shifting dependence to a new area 
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that embodies these concepts. The alcoholic who 
is successfully integrated within this organiza- 
tion, has a new dependence that will last him 
throughout his lifetime and which does not in- 
volve undue dependence on any one person. An 
institution or clinic, which will likely outlive any 
member of the clinic, may fill an important 
interim dependent réle, providing the members 
of the clinic agree on the dangers of having pa- 
tients sidetracked into new addictions, and ap- 
preciate the importance of establishing a new 
dependence on the clinic rather than on any 
individual in the clinic. 

The five phases of treatment are: 

1. Treatment of intoxication.—Rather than use 
sedatives, the physician should attempt to re- 
store carbohydrate, fat, water and electrolyte 
metabolism to a more normal state as rapidly as 
possible. Hormonal therapies involving in- 
sulin’ '* and adreno-cortical extract'® are be- 
coming more and more effective. The metabolic 
component of craving can be usually corrected 
within two hours. 

2. Diagnosis.—This involves an assessment of 
the endogenous and exogenous factors contribut- 
ing to chronic toxic exposure to ethyl alcohol, 
an assessment of the phase of addiction, and of 
other chronic alcoholic clinical entities such as 
peripheral neuritis, fatty liver, etc. When this 
is completed one should be able to make the first 
tentative prognosis on the patient. 

3. Orientation.—This involves a series of lec- 
tures or interviews to orient the patient to his 
illness and make him aware of the fact that 
because of an irreversible pathological condition 
he must assume the réle of being his own physi- 
cian to a very great degree. The patient must be 
able to see that he has an illness that he can 
understand according to the same principles that 
he uses in recognizing other disease. 

4. The initiation of aids in acquiring freedom 
from dependence on alcohol during the follow- 
ing four years.—(a) Medical aids—Specific medi- 
cation, as indicated, for deficiency states, dis- 
ordered liver function; occasionally periodic 
hormonal treatment in advanced cases; antabuse 
to assist in attaining unbroken abstinence during 
the first few months or years, ete. (b) Psycho- 
logical aids—These include a new understanding 
of his personal problems by individual or group 
psychotherapy, training in relaxing, etc. (c) 
Social aids—Alcoholics Anonymous or other 
group association which enables the patient, to 
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associate with others at later stages of recovery 
and to provide the basis for a shift in dependence 
that will meet the lifetime needs of the patient. 

5. Shift in dependence (4 years).—This is the 
period in which the ‘patient becomes his own 
physician using his new orientation and his new 
medical, psychological and social aids. The pa- 
tient must be warned that the first months and 
possibly the first one or two years are going to 
be frequently very difficult and that he must be 
prepared to lean on his new aids until he has 
had a sufficiently prolonged period of non- 
alcoholic adjustment to realize that he actually 
can find a satisfactory way of living without 
alcohol. 

In practice one will find that some patients 
will quickly achieve recovery without much 
clinical assistance, in A.A.; others will prove to 
require specialist teamwork before they can be 
satisfactorily launched into a recovery program. 

In conclusion, I feel that the alcoholic patient, 
along with the victim of other addictions, has tu 
date been the most neglected clinically of any 
sick person in our community. I also feel that 
much could be accomplished by physicians who 
encounter the alcoholic if they will only free 
themselves from obsolete concepts of this dis- 
ease and attempt to have their contact with the 
patient a significant contribution to freeing him 
from his dependence on alcohol. 

Finally, I wish to emphasize that this is not a 
scientific treatise. Practically every clinical or 
pathological concept used in this paper should 
be considered open to question and should be 
clarified by further research. This is merely a 
suggested method of clinical orientation in a still 
confused area of medicine and psychiatry. 

I wish to express my sincere gratitude to Prof. J. K. 
W. Ferguson, Professor of Pharmacology at the Uni- 


versity of Toronto, for his advice and criticism while this 
paper was being prepared. 
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PROGRESS IN RADIOTHERAPY* 


IVAN H. SMITH, M.D., M.Sc., 
“ F.R.C.S.(Edin.),t London, Ont. 


IT WOULD SEEM reasonable on this occasion to 
interpret the title of this presentation in a practi- 
cal way and confine one’s remarks to progress in 
radiotherapy ‘which is of particular interest to 
the Canadian doctor. One, therefore, naturally 
focuses on the isotopes and cobalt®® beam 
therapy. , 

The discovery of radium and x-rays consti- 
tuted a basic revolutionary change in medical 
practice paramount to any in the memory of liv- 
ing physicians today; while the therapeutic appli- 
cations of these weapons, coupled with the more 
modern development of isotopes and high energy 
particle accelerators, have established a thera- 
peutic milestone which, historically speaking, 
time alone can fully appraise. 

The establishment of the roentgen, as an inter- 
national unit for x-ray and the gamma roentgen 
for radium, was as important for irradiation 
dosage as was the biological assay for the 
standardization of drugs; yet, from the prescrip- 
tion standpoint, there is a distinct and astound- 
ing difference. The practitioner, having his 
product assayed and standardized by a reputable 
pharmaceutical house, dissolves the stated dose 
or measures the proper amount of solution, and 
that is that. The physician using radium, how- 
ever, must prepare by rules, charts and graphs 
his own mould or implant, often under awkward 
clinical conditions and in interstitial technique 
checking a radiograph of the implant, compute 
the time required to deliver so many gamma 
roentgens as a lethal tumour dose. Is it any 
wonder that the application of scientific dosi- 
metry in radium has been so slow to evolve? It 
is my impression that some fourteen years ago 
I was one of the first in Canada, perhaps the 
first, to use the gamma roentgen based on the 
Parker-Paterson Manchester system. Until recent 
years it was used in very few North American 
centres but Canadian medicine can be happy 
that its usage in Canada, province after province 
is becoming widespread. 

I labour this point to offset those who are 
wont to compare radium cure rates compiled 
under the old milligram hour system with figures 


*Read at the Annual Meeting of the Canadian Medical 
Association, Banff, Alberta, June 13, 1952. 
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obtained by modern radical surgical measures. 
It is as senseless as applying surgical morbidity 
rates before chemotherapy, to surgical pro- 
cedures of today. May I repeat the point, that in 
my opinion, this year’s signpost, tantamount to 
any in radiotherapeutic progress, is the more 
universal application of scientific dosimetry in 
conventional therapy, and an appreciation of its 
limitations: other significant landmarks include 
the surge of enthusiasm in the medical usage of 
isotopes, the continued studies on the clinical 
possibilities of high energy particle accelerators, 
such as the’ betratron, the cyclotron, the synchro- 
tron, the intensified investigations in supervoltage 
and finally the brilliant development by Cana- 
dian physicists and engineers of that 1951 radio- 
therapeutic gem, the cobalt®® beam therapy unit. 

One cannot lightly pass by the trends of today 
in conventional therapy. A quick review of the 
literature and our own case work reveals that 
x-ray continues to have an established place in 
the treatment of the fibroid. In support of that 
vast army of lay workers in the educational field 
of cancer control it might well be a dictum that 
in early cancer, or in benign conditions simulat- 
ing cancer, we should for the safety and comfort 
of the patient do the minimum compatible with 
cure. This implies, as examples, a simple solitary 
x-ray treatment for the small rodent ulcer rather 
than hospitalization and skin graft; the x-ray 
treatment of the uncomplicated bleeding fibroid 
rather than hysterectomy. By so doing public 
confidence will be strengthened and fear of 
recommendations following examination will be 
minimized. I suspect it is fear of recommenda- 
tions rather than examination that frightens the 
patient, and favours procrastination. 

X-ray therapy is finding an increasingly im- 
portant place in relieving the pain and perhaps 
in arresting the progress of Marie Strumpell’s 
disease and osteoarthritis, particularly of the 
cervical variety. Johan Lundar of Norway, re- 
porting on 625 cases of cervical spondylosis, 
characterized by “stiffness and pain in the neck 
radiating to the occiput, shoulder and arm with 
paresthesia of the fingers and some less constant 
features”, records 90% of cases relieved of pain, 
50% recurring but responding moderately well 
to further roentgen treatment. 

Roentgen therapy is holding its own with 
cortisone and other methods in the management 
of subacromial bursitis. Each year we see more 
cases of adenoid nasopharyngeal hypertrophy, 
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particularly in the younger group with such 
symptoms as recurring otitis media, recurring 
tonsillitis and Eustachian tube deafness. 

Small multiple portals, properly beam di- 
rected, are the order of the day for the intra-oral 
or laryngeal carcinoma. Total scalp depilation is 
finding a real and safe place in the eradication 
of ringworm: while rotation therapy for the 
cesophagus and bronchogenic carcinoma, using 
supervoltage and conventional treatment, is 
making progress. An important trend today is 
the production of an x-ray tube which does the 
rotating around the patient rather than the pa- 
tient rotating with the centre of his tumour as 
the fixed axis. 

Surveys of large groups of cases as the years 
go by, reveal the true value of radiotherapy, its 
limitations and even its delayed complications. 
None is more cognizant of these than the radio- 
therapist. I suggest that the medical student on 
graduation today is better informed on the com- 
plications of radiotherapy than he is on many 
other subjects, including its indications. Although 
this has not hampered progress, it has, I believe, 
denied many patients its therapeutic benefits. 
Evidence accumulates which reveals what 
normal tissues will stand and progress in radio- 
therapy is safely made when these observations 
are put into practice. 

The tempo of the isotope field is akin to the 
Alberta oil field, with its wildcats, speculation 
and occasional producers, yet the energy of 
nature has been tapped in both instances and 
none would deny that continued exploration of 
their possibilities will prove fruitful. 

P*2 for the time being has settled into a niche 
associated associated with the treatment of poly- 
cythemia vera, surpassing whole body and other 
forms of irradiation therapy in its effectiveness; 
while early claims of its superiority over 
roentgen ray therapy in the treatment of the 
chronic leukemias are not substantiated. P*? in 
a chromium phosphate suspension is being in- 
jected interstitially in cancer therapy. P** is also 
being used for intracavitary usage by filling 
small rubber balloons and placing or directing 
these to neoplastic sites along the gastro- 
intestinal tract, into bladder, brain tumours and 
the like. Significant in connection with the ad- 
ministration of P**, or any other isotope, is the 
use of drugs or hormones to speed up a com- 
ponent of cellular metabolism in the tumour cell: 
for example, Hertz has shown that testosterone 
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will increase phosphorus metabolism of the 
tumour cell fifteen times in comparison with 
three times increased activity for normal cells. 
This tremendous artificially produced differential 
in tumour versus normal cell metabolism may 
lead the way, as you can readily see, to some 
fascinating possibilities in a selective absorption 
by tumours of the specifically involved radio- 
active metabolite. 

Radiogold glittered in the 1951 isotope spot- 
light and promises to expand widely in its trials 
for a few years to come. Dispensed in its col- 
loidal form it is conceivably better suited for 
interstitial and intra-cavitary use. We have used 
it in 13 cases: one acute leukemia with marked 
hematological regression and slight early clini- 
cal response; once interstitially for breast cancer 
and on 11 occasions for ascites and malignant 
pleural effusion. 

The interstitial breast case taught us a dram- 
atic lesson in unscientific dosimetry. A dose was 
computed for a certain area, including the 
tumour, and the radioactive fluid injected inter- 
stitially. To our amazement there was an intense 
fibrinous reaction on the dependent skin distal 
to the tumour by one and a half inches. The 
biology of foreign particle diffusion in tissue has 
taken on a new therapeutic significance. Our 
visible observation in this instance should be a 
lesson to all before the interstitial usage of 
liquid isotopes becomes promiscuous. Even now, 
parametria and other sites are being injected 
under the belief that the effect is first local and 
secondly carried to adjacent lymph nodes where 
continued irradiation effect is exerted, but for 
us, until we learn more of how long it takes to 
diffuse and where it is concentrated, caution is 
the word. 

Adsorption to pleural and peritoneal surfaces, 
via intracavitary usage, with the clinical effect 
of retarding fluid accumulation, is sound and al- 
though our own eleven cases have not been 
spectacular, mainly because of residual ab- 
dominal tumour masses, this in no way dissuades 
us from carrying on in an effort to ultimately 
establish a more sensible selection of cases. The 
use of gold postoperatively within the peritoneal 
cavity in cases of operable cancer, for example 
the ovary and stomach, leaving an absorbable 
tissue soaked in colloidal radiogold solution 
against a raw surface questionably invaded, is an 
indication of how ideas are being put into effect. 
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Thus far, these are empirical uses of radioactivity 
relatively speaking, nevertheless stimulating. 

Radioiodine is a thesis in itself, in detail 
beyond the scope of this assignment. I watch 
with interest steady progress, not particularly 
in the field of the malignant thyroid but rather 
as an agent which seems to be outdoing the 
established B.M.R. as an accurate test for thyroid 
activity, and competing safely and comfortably 
with thyroidectomy in the diffuse hyperplastic 
goitre. Most malignant goitres must now be sub- 
jected to the I’ pick-up test. What its usage 
prophylactically, postoperatively in radiosensitive 
cases will do with the cure rate, time alone can 
accurately tell. 

For teletherapy, cobalt®*® has been launched 
but five other isotopes are reported as possible 
contenders, namely, europium!®2-154, jridium’®?, 
tantalum'**, czesium!'*’, and cerium'**, Ceesium?*", 
with a half life of 37 years is relatively inexpen- 
sive, being produced by separation from unused 
fission products so abundant at plutonium plants, 
and it will be interesting to watch the harnessing 
of cesium in megacurie units for external ir- 
radiation purposes. 

Cobalt®*® beam therapy in sources equivalent 
to about 1,200 curies of radium have been in 
operation at London and Saskatoon for approxi- 
mately seven months. The Chalk River pile, 
unique in its high neutron flux, is for the present 
the only source of multicurie units, of which 
only two have been released to date, with a 
demand for this gem far exceeding the supply. 
To Professor H. E. Johns and his associates, of 
the University of Saskatchewan, goes the credit 
for the design of the treatment head of the 
Saskatoon unit. To Messrs. D. T. Green and R. 
F. Errington of The Eldorado Mining and Re- 
fining (1944) Limited and their associates, goes 
the credit for designing the treatment head of 
the London unit. The sources are similar. 
Twenty-five thin cobalt discs, one inch in diam- 
eter, 0.5 mm. in thickness, are stacked together 
into a compact package encased in steel. Lead 
forms the protecting housing for each unit. From 
the operation standpoint they are safe in protec- 
tion, simple in maintenance and flexible for pre- 
cision technique. 

Cobalt®*, as it decays to NI®°, emits gamma 
rays of two characteristic energies, 1.17 and 1.33 
MeV: decaying at the rate of 1.1% per month. 
Compensation is made accordingly in treatment 
time. In comparison with supervoltage, the 
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spectral distribution and depth dose curves in- 
dicate cobalt®® to have an equivalent of approxi- 
mately that of 3 MeV. In cobalt*® a solid isotope 
has been harnessed for teletherapy usage whose 
indications are those of supervoltage but whose 
two short wave lengths introduce a fascinating 
possibility for the study of wave length biological 
specificity. 

To date we are in position to be dogmatic 
about certain observations. In contrast to con- 
ventional x-ray of the 200 KV range, irradiation 
sickness in general is markedly less; lethal tu- 
mour dosage to any deep location is readily 
achieved; with proper selection of fields only a 
minimum of skin reaction need be experienced, 
while low integral dosage minimizes tissue com- 
plications. By the basic cardinal principle of 
being another form of external irradiation, it 
must be apparent to all that disseminated cancer 
is outside its therapeutic scope. Such lesions as 
the small, yet technically inoperable, cancer of 
the lung, cesophagus, cardiac end of stomach and 
rectum, lesions which we originally suggested 
should have priority, are all under trial. 

These small, yet lethal, cancers we categorize 
as the cobalt®’ challenge group. If not in excess 
of 6 cm. diameter we have found it quite pos- 
sible to deliver with safety a 5,500 “r” tumour 
dosage in a three weeks’ period. Must the dos- 
age be slightly higher for those of certain his- 
tologic gradings? Must we alter the over-all 
dosage time? Keeping constantly in mind normal 
tissue tolerance, yet introducing an ionizing 
effect fatal to the tumour cell, is the clinical 
research problem which in essence has been 
handed to us through the ingenious foresight of 
our physics and engineering colleagues. 


There is the long-term, prophylactic, post- 
operative irradiation study group, such as brain 
tumours, seminomata, and carcinomata of the 
ovary. There is the advanced or recurrent, yet 
not disseminated group being subjected to beam 
therapy for palliation. Then there is the group 
reasonably well handled by conventional 
methods which, although not urgent, should as 
time goes on be included in the study realm of 
cobalt®. I am thinking in particular of intra- 
oral, pharyngeal, laryngeal, breast and cervical 
carcinoma. Year by year specific indications will 
arise. Meanwhile, the impact of this form of 
therapy on our work is such that no deep-seated 
cancer passes through our hands without serious 
consideration being given to the place and 
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virtues of this new therapeutic weapon. Finally, 
as in conventional therapy, or surgery for cancer 
there is an appeasement group in which the will 
to live, the urge to help combination, over-rides 
our scientific realization of the inevitable, and 
the hopeless, helpless case is treated, thereby 
appeasing the family, the family doctor, our- 
selves and sometimes the patient. This is not 
progress in radiotherapy, but surely it is a happy 
and acceptable sign, that as a science advances 
in any field, all those good intangible things 
bundled and inherited by us as the Art of Medi- 
cine, find ample opportunity of expressing them- 
selves. 

Up to May 27, 1952 we have treated 168 cases. 
During the first five months, 18 bronchogenic 
carcinomata have been treated. Of these, eight 
were worthy of radical therapy receiving tumour 
doses of 5,000 to 5,500 “r” in three weeks. In two 
of the eight, bronchoscopic examination revealed 
complete disappearance of tumour following 
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treatment. Clinical improvement was good in 
four, fair in two, negative on one and too early 
to assess in one case. The remaining ten received 
palliative therapy at the 3,500 “r” level in a 
twenty-one day overall time. 

This is only our eighth month of operation. 
You would not ask me to venture conclusions on 
cancer treated by any new method after a few 
months nor would I be so foolish as to go further 
than generalize on impressions, but to say the 
least the initial response in the localized broncho- 
genic, cesophagus and rectal cases has been 
heartening. Symptomatic relief by times has been 
dramatic, to the extent that with the above 
noted lesions, heretofore an enigma, excellent 
palliation has been afforded and were I not 
optimistic enough with the evidence available 
to anticipate some cures, then I should give up 
fishing as a hobby, cancer as a specialty, sit idly 
by and await the millennium. 





A SIMPLIFIED TECHNIOUE 
FOR NAILING FRACTURED 
NECK OF THE FEMUR 


COLIN McPHERSON, M.D. and 
GEORGE W. KRUGER, M.D., 
Woodstock, Ont. 


THE INTERNAL FIXATION of a fracture of the neck 
of the femur with a Smith-Petersen three-flanged 
nail is a proved and satisfactory procedure. The 
technique to be described combines accurate 
and precise placement of the nail with simplicity, 
ease and speed of insertion. 

The anesthetized patient is lifted on to a 
fluoroscopic table, the buttocks resting upon a 
three-inch block of balsawood which had been 
clamped to the table top. A hole is present in this 
block for the insertion of a perineal post. A 
simple extension device is clamped to the end 
of the table and after manual reduction of the 
fracture, the foot of the injured leg is bandaged 
to the foot piece, with the leg in internal rota- 
tion and slight abduction. In order to secure 
lateral films, the uninjured leg is flexed over a 
portable x-ray tube, the cone of which is di- 
rected from the inner side of the thigh at the 
injured hip (Fig. 1). At this point reduction is 
checked in the antero-posterior view with the 
fluoroscope and for the lateral view a film is 


taken using a ten by twelve cassette, held 
tightly against the patient’s loin above the crest 
of the ilium and at right angles to the cone of 
the x-ray tube. ¥ 

Reduction being satisfactory, the lateral 
surface of the thigh is painted with an antiseptic 
solution, mastisol applied and the area covered 
with a strip of stockinette. The surrounding area 
is draped with sterile towels and covered with 
a laparotomy sheet. Finally a large sheet is 
placed over the patient, the edge nearer the 
surgeon being raised and clamped to a standard 
at each end of the table (Fig. 2). The protecting 
sheet serves to keep the radiologist and the 
fluoroscopic screen from the sterile operative 
field. The utilization of this sheet has been one of 
the most important details in developing our 
present technique. 

Objection has been made that the surgeon 
holding the x-ray cassette for the lateral films is 
exposed to excessive radiation. With the present 
technique the surgeon need not be so exposed as 
the cassette is placed on the side of the protect- 
ing sheet nearer the radiologist and can be held 
by the anesthetist, orderly or any unscrubbed 
person, thus not confining the exposure to any 
one indivicuai. Also the contact of a small cone 
on the x-ray tube against the skin of the thigh 
greatly reduces scatter radiation. 
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Objection has further been made that by em- 
ploying the fluoroscopic method of control, the 
surgeon has to place too much reliance on his 
radiologist and does not himself guide the place- 
ment of the nail. If the surgeon will but stand 
up and look over the top of the protecting sheet 
which can be lowered by the anesthetist he may 
observe and check the progress of the nailing 
upon the fluoroscopic screen. This procedure has 
on ‘occasion been carried out in the absence of 


the radiologist, with only the help of his techni- | 
cal assistant. Also, in the smaller hospital where 


the surgeon and the same radiologist have an 
opportunity of working constantly together, and 
a mutual understanding of the proper placement 
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of the nail prevails, confidence in the latter 
worker becomes explicit. 

A short incision is made on the lateral side of 
the thigh beginning two fingersbreadth from the 
greater trochanter extending distally for one and 
a half to two inches and deepened to bone. A 
heavy Kirschner wire is placed in contact with 
the femur. Its position in the antero-posterior 
view is checked with the fluoroscope and its 
position in the centre of the shaft laterally is de- 
termined by the surgeon’s left index finger. The 
wire is then drilled or hammered into the bone 
and a cannulated reamer (Fig. 3) over the wire 
makes a hole 5/16 inch in diameter in the cortex 
of the shaft. A guide wire 3/32 by 9” fitted to a 


Fig. 1.—Patient in position with the injured leg in traction. Table equipped with fluoroscope 
for antero-posterior viewing and a portable x-ray machine beneath the well leg with cone 
in contact with the skin of the injured leg for lateral viewing. Fig. 2.—Patient draped for 
operation. Note protecting sheet separating the fluoroscopic screen from the sterile field. 


Fig. 3.—Cannulated reamer, guide wires and handle 
for inserting guide wire. 


handle equipped with a Jacob's chuck is in- 
serted through the hole in the cortex and guided 
into position in the femoral neck and head with 
the aid of the fluoroscope. By referring to the 
lateral films taken after reduction of the hip 
(Fig. 4a) the direction in which to insert the 
wire in the lateral plane is determined as being 
anterior, parallel or posterior to the plane of the 
table. This guide wire is inserted in the neck and 
head of the femur to the same distance as that 
to which Smith-Petersen nail will be driven. 
When correctly placed in the antero-posterior 
view, its position laterally is checked with a 
film (Fig. 4b). 

We believe that one should not aim to place 
the nail up the centre of the neck, but it should 
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Fig. 4.—Four 


Fig. 5.—Ideal position of nail. Fig. 6(A).—Nail has been 
placed in centre of femoral neck. Arrows indicate direc- 
tion nail might migrate in the soft ‘cancellous bone. 
Fig. 6(B).—Nail having travelled through the soft bone 
of the neck, has come to rest against the hard cortex 
of the neck. This has allowed gaping at the fracture 
site resulting in a coxa vara deformity. Frequently this 
is followed by non-union, Fig. 7.—Nail not inserted far 


enough into the head. The nail does not obtain a firm 
grip in hard bone and slipping with deformity may occur. 


routine films taken during operative procedure. 
after reduction, (B) Lateral view with guide wire in place 
(D) Antero-posterior view with nail in place, taken with the fluoroscopic unit. 


(A) Lateral view taken 
(C) Lateral view with nail in place. 


be placed close to the inferior cortex of the neck 
and preferably a little posteriorly (Fig. 5). This 
brings the end of the nail away from the upper 
weight-bearing surface of the head. Its position 
against the inferior cortex of the neck also tends 
to prevent coxa vara (Figs. 6A and 6B). The 
nail should almost reach the solid cortex of the 
head being just short of the overlying articular 
cartilage. Poor end results are obtained when 
the nail enters only the soft cancellous portion 
of the head (Fig. 7) particularly in subcapital 
neck fracture. Beginning the nail too far down 
on the shaft on the femur in order to obtain a 
more vertical position of the nail and a more 
solid hold in the shaft is not without great 
danger. The nail entering this thicker cortex is 
liable to produce a subtrochanteric fracture of 
the femur. 

The length of nail is determined by subtract- 
ing the protruding length of guide wire from 
another wire of equal length. The Smith- 
Petersen nail is now hammered into position. By 
tapping the nail under the guidance of the 
fluoroscope an exact and precise penetration of 
the nail up to the cortex of the head can be 
obtained (Fig. 4D). Such accurate penetration 
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of the nail up to the cortical head is most essen- 
tial when nailing a slipped upper femoral 
epiphysis. 

One or two cottor sutures are placed in the 
fascia and two sutures in the skin. The whole 
procedure should take only from fifteen to 
thirty minutes. There is no need for an assistant 
and if the operator prefers, he may manage with- 
out an instrument nurse. 

The patient is allowed out of bed first in a 
walker and then with crutches as soon as his 


physical condition will permit. In the younger-: 


patient this is accomplished in the first few days. 
Re-check antero-posterior and lateral x-rays are 
taken at intervals of two, six and twelve weeks. 
These films enable the surgeon to check posi- 


APPENDICITIS* 


CAMPBELL GARDNER, M.D., C.M., 
F.R.C.S.[Edin.& C.], F.A.C.S., Montreal 


Asout 150 young Canadians have been killed 
in the Korean war, a matter which is of great 
concern to all of us. Yet every year over four 
hundred Canadians, most of them in the prime 
of life, die as a result of appendicitis. Actually 
the figure is far higher, as many patients die of 
conditions labelled peritonitis, paralytic ileus or 
indigestion with the primary cause a perforated 
appendix, but neither operation nor autopsy 
established the true origin of the disease. 

Why do these deaths occur? A few, who 
might be saved, possibly perish from errors made 
after they have entered hospital as surgical 
emergencies with appendicitis of several days’ 
duration. 

Rather than rushing such a victim immediately 
to the operating room, it would seem wise to take 
a little time for preoperative preparation—to re- 
store the electrolyte balance, to insert a decom- 
pressing tube and to give an adequate quantity 
of blood to combat shock and infection. Indeed, 
in old people, those who are very obese or have 
other serious organic defects, with the disease 
apparently localized and of over 72-hours’ dura- 
tion, the Ochsner-Sherren treatment of watch- 
ful. waiting is well worth considering, though 
the number of patients treated by this method 
will probably be small. 

Operation.—When operation is decided on, a 
McBurney incision seems best, providing one is 


*Delivered at the Canadian Medical Association Meeting, 
held in Banff, Alberta, on June 13, 1952. 
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tion, progress of union, and possible aseptic 
necrosis of the head and electrolytic reaction of 
the nail. Subsequent films are taken to check 
union as required. Weight bearing is permitted 
only after there is radiological evidence of bony 
union. 


SUMMARY 


A rapid and efficient method is presented for 
the pinning of a fractured neck of the femur 
which allows the use of the fluoroscope and 
provides safety from exposure of x-rays to the 
surgeon and assures a sterile field. The reasons 
for inserting the nail along the lower margin of 
the neck and up to the cortex of the head are 
given. 


reasonably sure of the diagnosis. Where abscess 
is suspected, the incision should be carried to the 
lateral side of the abdomen, so that the appendix 
may be attacked extra-peritoneally. In this way 
the rest of the peritoneal cavity is not flooded 
with pus from an abscess which has been pre- 
viously walled off. Actually the point of maxi- 
mum tenderness is a fair guide to the spot at 
which the centre of the incision should be made. 
If the appendix can be found easily, it should be 
removed and usually this is possible. If, however, 
there is a large abscess cavity and an attempt at 
removal of the organ would necessitate the 
mobilization of a considerable portion of bowel, 
it would seem wiser to drain the abscess and 
leave the removal of the appendix until later. No 
attempt should be made to drain the general ab- 
dominal cavity, as this is impossible. If necrotic 
or gangrenous tissue is left behind locally, a 
sheath rubber drain may be led down to this. 
There seems no advantage in the insertion of 
antibiotics or sulfonamides locally. The wound 
should be closed very loosely so that any dead 
tissue may drain away externally. 

Postoperative care.—All patients with peri- 
tonitis or severe appendicitis should have suction 
established either before or immediately after 
operation, whether or not they are distended, 
because they will almost certainly become dis- 
tended later and it is easier to prevent distension 
than to cure it. If distension has not developed, 
it matters little whether a stomach tube or one 
of the longer ones is used; but if distension has 
already occurred, a long mercury weighted tube 
with a large lumen has a distinct advantage. 
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Despite all that has been written, there are 
still some surgeons who prescribe enemas fre- 
quently following operation. This is a most per- 
nicious habit and one which, of itself, may lead 
to distension, peritonitis or even death if per- 
sisted in. Enemas should not be given until 
peristalsis commences. The antibiotics should be 
used freely. Lately, we have been administering 
2,000 c.c. of Pulaski solution daily. This intra- 
venous fluid is made up of one million units of 
penicillin, one gram of streptomycin and 30 gr. 
of sulfadiazine dissolved in 1,000 c.c. glucose 
and water. We believe this may have prevented 
some deaths and seems to have shortened the 
convalescent period. 

Patients with neglected appendicitis are very 
ill and too much cannot be said about carefully 
controlling their electrolyte balance by giving 
glucose, saline, sodium and potassium in what- 
ever amounts are required. Blood should not be 
forgotten as a transfusiou may be the turning 
point in the desperate fight for life. 


DISCUSSION 


So much for the actual technical handling of 
late cases of appendicitis. Undoubtedly some pa- 
tients will be saved in this way who would other- 
wise be lost but why, you ask, were they ever 
allowed to reach this state? 

It is at this point that we must look for the 
basic cause of death from appendicitis. It must 
occur to you, as it does to me, that the real 
reason is neglect. Neglect by whom? Perhaps 
by the patient himself who may not have seen 
a doctor because he did not feel that his symp- 
toms warranted further attention. Certainly, it 
seems that a little of the publicity presently given 
to cancer and poliomyelitis might be diverted 
to this very prevalent disease. It is a common 
practice to say how stupid people are who, in- 
stead of seeking medical help for abdominal 
pain, take castor oil or other fearsome remedies, 
but we must accept some responsibility for their 
lack of education. 

What about the patient who seeks a doctor 
but cannot find one because there is none avail- 
able in the vicinity? Whose neglect is this? 

Possibly we all feel, in a helpless sort of way, 
that we are partially responsible but we do not 
know just what to do about it. Surely we, as a 
group, should formulate some plan in order that 
the country as a whole will be properly supplied 
with medical men, even if subsidies have to 
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be given in order to encourage doctors to settle 
in those parts of the community not presently 
served. 

Perhaps the patient may not call a doctor be- 
cause of economic reasons; or worse still, he calls 
a doctor who will not come. It would seem that 
it is we who should recommend that some sort 
of prepaid plan, whether Government supported 


_ or not, be introduced so that any citizen of this 


country may receive medical care when neces- 
sary. 

Granted, however, that the patient has secured 
the services of a doctor, he may still lose his 
life because of the failure of the practitioner to 
make an accurate diagnosis of acute appendicitis, 
either because of lack of skill, insufficient train- 
ing, carelessness or the doctor’s inability to rule 
out other causes for his condition. To take the 
last reason first, whereas it is agreed that un- 
necessary operations should be avoided, never- 
theless it seems unwise to attempt to differentiate 
for long between appendicitis, mesenteric lym- 
phadenitis, gastro-enteritis or other diseases 
when the patient’s life may be endangered. If 
one has honestly tried to make the diagnosis, 
then it is far better to open an abdomen un- 
necessarily than to let a patient with a ruptured 
appendix die. One may look a little silly in the 
eyes of the interns and nurses but one attends 
far fewer funerals. 

Let us consider the other three causes to- 
gether. A doctor lacks skill, has insufficient train- 
ing, or is careless, because he was either unsuit- 
able before he entered Medicine, or his uni- 
versity training was insufficient. Good doctors 
are produced from. capable and devoted men 
and women by expert teachers at good uni- 
versities, and it would seem that one of the 
future essentials is the provision of medical 
education to those with character and ability 
though not necessarily large financial resources. 
Free education will attract a large number of 
selected men and women to the profession and 
ensure the maintenance of a medical group of 
the highest standard. This is not as tremendous 
an innovation as it sounds but is simply an in- 
crease in the system of Governffent scholarships. 
Surely a man should not be prevented from 
entering medicine because his father has not left 
him enough money to do so. 

In order that his education may be properly 
conducted, additional remuneration for teachers 
must be provided. Different parts of the country 
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vary enormously in this regard but at the present 
time it is becoming almost impossible to give 
the proper time to one’s teaching duties, if one 
has no income apart from medicine. In fact, 
except for the prestige involved, it is a financial 
handicap today to belong to the staff of a teach- 
ing hospital. Therefore, teachers of medicine 
should be properly paid, whether through the 
giving of subsidies to the medical faculties of the 


universities of this country by private enterprise, _ 


by the Government or in some other way. Also, 
sufficient money must be given to the universities 
to carry out research programs and to provide 
additional equipment for proper teaching so that 
they will not be dependent upon drug houses 
and other such interested parties for the defray- 
ing of their necessary expenses. 

All students, too, should have sufficient post- 
graduate training so that they are not foisted on 
the public before they are capable of carrying 
out their duties well. Perhaps if they were given 
a year’s training with pay in general practice, just 
as at the present time they are required to spend 
a year in a hospital as part of their internship, 
they would emerge better physicians. In this 
connection there seems no reason why many, if 
not all general practitioners, should not remain 
associated with one or other of the universities 
throughout their lives and take upon themselves 
the responsibility of part of the training of these 
young men. This would bear fruit in a number 
of ways. It would end forever the division be- 
tween general practitioners and _ so-called 
teachers or university affiliates. It would allow 
the student, while still under guidance, to under- 
stand the problems with which he will be faced 
when he has finished his training, and it would 
assist the general practitioners in their work. 

Granted then that a good doctor is available 
to diagnose acute appendicitis promptly when- 
ever it occurs throughout the country. What else 
is required for cure? 

The patient must be admitted to a hospital for 
operation. In the days of feudal economics, bene- 
factors and philanthropists provided a few hos- 
pitals which took care of some of the patients 
suffering from tffe more acute diseases. Now, 
with taxes as they are and medical instruments 
and equipment so expensive, these benefactors 
cannot even maintain the hospitals and cannot 
hope to cope with the demand which a modern 
medical service requires. ‘ 

In order to provide adequate hospital facili- 
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ties, many health centres should be established, 
widely dispersed throughout the country, to 
which all general practitioners would have ac- 
cess. These health centres might consist of 50- 
bed hospitals with adequate operating room, 
x-ray and laboratory facilities, and consulting 
services for the more common specialties, medi- 
cine, surgery and obstetrics. 


Yet, even prompt hospital admission is not 
sufficient to guarantee recovery. A good surgeon 
is required. What is “a good surgeon’? Cer- 
tainly not one who is an ‘occasional operator 
only. A surgeon does not have to be a professor 
or even have the fellowship, but it seems that, 
except in a dire emergency, no one should oper- 
ate for appendicitis unless he is prepared to deal 
with any and every condition which he may find 
within the abdomen. How often an appendix is 
caught up under the liver, or bound down into 
the pelvis so that what promised to be a rela- 
tively simple job ends as an operation of the first 
magnitude. 

It would seem too that the decision to operate 
should not be influenced by the fee. Surely some- 
times men who know or at least suspect that 
they are not surgeons carry out an operation, 
partially at least, from the profit motive. William 
Jennings Bryan once said, “One should not 
crucify humanity on a cross of gold”, and these 
words might be remembered here. I have ex- 
perienced the mental hazard of economic temp- 
tation all too strongly to disregard it lightly. 

In order to provide a sufficient number of 
good surgeons it would seem that interns must 
be paid a living wage during their long post- 
graduate education. After completion of their 
training, possibly a reasonable yearly stipend 
should be guaranteed, in order that surgeons 
may not be influenced to operate for economic 
reasons. This might bring about a levelling off 
of the remuneration received by the specialist 
and general practitioner. The present difference 
in income has been justifiably excused on the 
basis of the longer and more expensive training 
taken by the specialist. If the doctor was paid 
throughout the period of his training, the reason 
for difference in remuneration would disappear. 
Extra recompense should be paid to those with 
difficult territory, or- far removed from civiliza- 
tion, in order to induce men to settle in those 
parts. 

It would seem then that we can assume that, 
providing a patient who develops appendicitis 





Canad. M. A. J. 
Jan. 1953, vol. 68 


is (1) seen early by a (2) good doctor, (8) a 
diagnosis made, the patient (4) sent to an easily 
available hospital and (5) operated upon 
promptly by a (6) good surgeon, there would be 
little if any mortality associated with this disease. 
Actually, these same essentials apply equally 
well to many other diseases which I need not 
mention. 

How then are we to deal with the challenge 
to provide these essentials? 

It may properly be argued that the present 
deficiencies call not for medical but for drastic 
social and economic reform. For these, the peo- 
ple through their representatives, and not we 
doctors as doctors, must become responsible. 
But surely it is the duty of the medical pro- 
fession to provide to the people the essential 
data from which an opinion can be formed on 
the social legislation required, and it would 
also seem to be our duty to assume some leader- 
ship in this struggle for the improvement of 
medical facilities. 

There is a feeling among some members of the 
medical profession that we, by our own actions, 
can determine how medicine is to be practised 
in this country. When one looks at this more 
clearly one sees how really ridiculous it is. The 
type of medicine practised in the future will be 
determined not by us but by the people. They 
are, after all, the consumers and we must supply 
what they demand both qualitatively and quanti- 
tatively, or else they will change us for some 
other brand. What little actual control of medi- 
cine we have is being shown clearly at the 
present time. Let us suppose, for example, that 
just one of the voluntary hospitals is unable to 
raise the necessary funds from public subscrip- 
tion to carry on. What will happen next? Will 
the medical profession step in and foot the bill 
to keep the hospital open? Of course not. Will 
the bank forgive the loan? No. They must return 
the money to their depositors. The banks will 
then be forced to ask the hospital to find the 
money or sell the building. The hospital would 
then close its doors or ask the Government to 
assist. If this course were followed, the Govern- 
ment would in all probability accept the re- 
sponsibility and would, perhaps, re-employ the 
staff already in the hospital. In other words, al- 
though no legislation had been passed, state 
medicine would have in part come to pass over 
night. 

I think, therefore, it is very foolish for either 
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a doctor or anyone else to say that Government 
controlled medicine cannot or will not come to 
pass. It could and will occur the moment that 
private enterprise decides that it can no longer 
accept the cost of hospitalization. All that the 
medical profession can do, if it so desires, is to 
sell the idea to industry and the people that 
medicine should continue under the jurisdiction 
of private enterprise, but we cannot possibly win 
the approval of private enterprise, the Govern- 
ment or of the people as a whole if we advocate 
a selfish policy as though we had a God-given 
right to do so. 

Therefore, I suggest as a first measure that we 
take a good, long, look at how well medicine is 
serving the people as a whole at the present 
time. I think the mortality rate of appendicitis 
illustrates the problem very simply and on this 
basis I feel that we should ask the Executive ot 
our Association to approach private enterprise, 
the Federal and Provincial Governments and, 
if necessary, the people themselves through the 
newspapers, stating the suggestions we have in 
order that the medical profession may serve the 
people of this country better. It seems to me 
that this would quickly undo the harm that has 
been done by some other organizations who 
have led the people to think that we are not, 
working in their interest. Canada is a great and 
prosperous country and instead of waiting to see 
what some other nation is going to offer, we 
should be the leaders in this type of social re- 
form and this may be the best way to suppress 
communism; not merely to promise but to give 
to all the people of this country more of this 
right kind of security. Good medicine is not a 
luxury, nor should it be denied anyone on 
economic grounds. 

We should, by now, be convinced that if we do 
not take the lead, the people will sooner or later 
demand that their legislatures introduce some 
form of state medicine which may be infinitely 
worse both for them and for us than any plan 
which could be jointly designed at the present 
time by the medical profession, private enter- 
prise, Federal and Provincial Governments work- 
ing in harmony without pressure. It is conceiv- 
able that the implementation of such a plan 
might involve considerable financial loss for 
many of us, and possibly even the sacrifice of 
some of our individual freedom, but I believe 
that in the end it will pay off. No one is suggest- 
ing that the road ahead will be easy, but if an 
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unselfish, broad, sensible plan is devised by us 
now and receives the backing of honest, strong, 
resolute men and women, both inside and out- 
side the medical profession, good medical 
facilities for all the people of Canada cannot 
fail to result, because like good water, adequate 
sewage disposal and pasteurization of milk, this 
is another step along the path of civilization. 
We are the people. We are the Government. 


CORTISONE IN THE 
TREATMENT OF ACUTE 
SELF-LIMITED DERMATOSES* 


NORMAN M. WRONG, M.D., and 
RAYMOND C. SMITH, M.D., Toronto 


SHORTLY AFTER the introduction of cortisone and 
ACTH for the treatment of rheumatoid arthritis 
and other so-called collagen diseases, they were 
used in the treatment of various skin eruptions. 
At first this use was restricted to severe and fatal 
diseases but later acute and chronic skin diseases 
of all types were treated. Spectacular results 
were at first reported at medical meetings but 
within a year, when the first reports appeared 
in the literature, the early tremendous enthusi- 
asm had somewhat abated. With the idea of at- 
tempting to evaluate the efficacy of the steroid 
hormones in acute dermatological conditions, an 
investigation was instituted in January 1951. 
Cortisone was supplied by the National Research 
Council of Canada and the investigation was 
conducted at Sunnybrook Hospital, Toronto, 
(Department of Veterans’ Affairs), the Toronto 
General Hospital and the Hospital for Sick Chil- 
dren, Toronto. The dermatological staffs of these 
hospitals all co-operated in this investigation. 
The reason for choosing cortisone rather than 
ACTH was primarily that it was cheaper and 
more convenient for administration. Secondly, it 
was reported by Brunner e¢ al.’ and Irons et al.? 
to be safer for short term administration. The 
former found that with less than fourteen days 
of therapy there were no noteworthy cutaneous 
side effects with either steroid. Over fourteen 
days there were considerably more side effects 
with ACTH than with cortisone. Irons found 
that there were fewer side effects with cortisone 


*Read as a preliminary report at the 5th Annypal Meeting 
of the Canadian Dermatological Association, Montebello, 
P.Q., June 1951. 

From the Department of Medicine, University of Toronto. 
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We are the medical profession. We can at least 
offer a plan for a first-class medical service to 
our country if we wish to; and, whether we think 
of it in terms of benefit to ourselves or as our 
bounden duty and obligation to our fellowmen, 
or with the idea of creating a strong, free nation 
of healthy individuals, who will show that Can- 
ada can lead the way in the making of a brave 
new world—I commend it to you. 


but in his opinion the response to therapy was 
superior with ACTH as compared to cortisone, 
particularly as regards the initial response. 


The diseases for which this therapy was to 
be used were the following. (1) Acute contact 
dermatitis (particularly that produced by poison 
ivy). (2) Acute urticaria (particularly that follow- 
ing penicillin administration). (3) Serum disease 
(particularly that following antitetanic serum). 
(4) Erythema multiforme. 


As soon as an attempt is made to evaluate 
therapy in any group of diseases which are self- 
limited, the criticism can immediately be made 
that no conclusions should be drawn. This criti- 
cism is quite valid. Unless the investigators try 
to be completely honest and unbiased, very 
sweeping and probably erroneous conclusions 
can be drawn because of misplaced enthusiasm. 

At the outset, it was decided that most of the 
patients should be admitted to hospital and in- 
vestigated thoroughly before treatment was 
instituted. This investigation included the fol- 
lowing: (1) Complete history of the illness and 
of former illnesses with particular attention to 
pulmonary disease, peptic ulcer, cardiovascular 
diseases and psychoses. (2) Complete physical 
examination. (3) Laboratory investigation, in- 
cluding x-ray of chest, urinalysis, leucocyte count 
and differential count, total eosinophile count 
and fasting blood sugar. 

If there was any doubt regarding the pres- 
ence of peptic ulcer, tuberculous or cardio- 
vascular disease, expert advice was sought from 
internist specialists in these fields. As the in- 
vestigation proceeded, a few patients were 
treated without being admitted to hospital but 
most of the patients treated were sufficiently ill 
and uncomfortable to require hospital care. 

While the patient was on cortisone, daily 
records were made of weight, blood pressure, 
general condition of patient, response to ther- 
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apy and any untoward side effects. Every second 
day a total eosinophile count was performed, but 
as noted by Irons, there was no definite correla- 
tion between this count and clinical improve- 
ment. The only dietary restriction was a “no- 
added salt” diet. 

The cortisone was administered as cortisone 
acetate supplied as “Cortone” by Merck and Co., 
Montreal, through the National Research 
Council. At first the cortisone was in liquid form 
and was difficult for some patients to take be- 
cause of the extremely bitter taste. Later, it was 
supplied in tablet form which eliminated this 
difficulty. The usual initial dose was 200 mgm. 
by mouth daily, divided into four equal portions 
and administered during the sixteen waking 
hours. This was continued for two days when 
the dose was reduced to 150 mgm. daily for two 
days, then to 100 mgm. daily for two days and 


TABLE I. 
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There were 17 “excellent results” and 7 “poor 
results” including one death. By the term 
“excellent result” is meant a rapid subjective and 
objective response to therapy without relapse, 
the improvement being much more rapid than 
would be expected in the natural course of the 
disease. By the term “good result” is meant an 
improvement in the patient's condition more 
rapid than to be expected but not a dramatic 
improvement and in some cases relapse after 
cessation of therapy. By the term “poor result” 
is meant no response to treatment or in one case 
a fatal result. 

Of the 22 cases of contact dermatitis (derma- 
titis venenata) treated, 15 were due to Rhus 
radicans (poison ivy), 6 to various chemicals and 
one to contact with feathers. 

The duration of the disease in the Rhus 
radicans (poison ivy) group varied from two to 








Contact Dermatitis (22 CAses) TREATED WITH CORTISONE 





Number Duration Duration 
of 0 of 
Agent patients disease Cortisone treatment Response Relapse 
days mgm. _days 

Rhus radicans (poison ivy).............. 15 2-10 500-1,000 4-7 Excellent 8 0 
Good 3 0 
Poor 4 0 

es 533 Sy ARs Ceo pe owas 6 4-42 400-—1,000 3-6 Excellent 3 0 
Good 2 2 
Poor 1 1 

TVOEG BOER cosh nt da em tal eat ie ato caii a 1 5 750 4 Excellent 1 0 


finally 50 mgm. With one exception, the total 
dosage did not exceed 1,000 mgm. 

No attempts were made to study biochemical 
changes, as these have been thoroughly studied 
by many authorities previously. Eventually it 
was decided that the appearance of the patient, 
his sense of well-being, the weight and blood 
pressure, were the important things to observe. 
The mode of action of the cortisone on these 
self-limited diseases is, to quote Hench,* who 
uses a Churchillian phrase, “A riddle wrapped 
in a mystery inside an enigma’. The hormone 
“provides the susceptible tissues with a shield- 
like buffer against the irritant”. 


Discussion oF Resutts (See Tables I, II and 

IIT) 

In all 32 patients were treated, 22 of them suf- 
fering from contact dermatitis, 6 from urticaria 
and 4 a miscellaneous group. 


LIBRARY 


SCHOOL OF MEDIC; 


ten days with an average of three days. The 
dosage of cortisone varied from 500 to 1,000 
mgm. administered over a period of four to 
seven days. In this group the results were the 
best, there being 8 excellent results, 3 good and 
4 poor ones. 

The effect in some of the patients who experi- 
enced excellent or good results was nothing 
short of dramatic. At the institution of therapy, 
they were very uncomfortable and miserable, 
with many bull and considerable redness and 
cedema of the skin. Within twenty-four hours 
the bullz and vesicles were lax and drying up, 
the redness was fading and the patient was smil- 
ing and relatively comfortable. Topical remedies 
were unchanged during the course of cortisone 
therapy so that the rapid improvement could not 
be ascribed to that. 

There were four patients with typical Rhus 
dermatitis who showed no response to therapy. 


wae bit 


NE 
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They were given the same dosage and there is 
no explanation for this lack of response. A larger 
dose might have been effective. 

In surveying the literature on this topic, there 
is a great diversity of opinion. At the one ex- 
treme has been expressed the view that it is 
completely unjustifiable to treat a self-limited 
disease with such a potentially dangerous agent.* 
At the other extreme is the favourable view ex- 
pressed by Falk, Allende and Bennett* that 


cortisone and corticotropin have a definite place , 


in shortening the duration of disease and reliev- 
ing the patient of much misery. They had 8 
favourable results in 9 treated cases. The period 
of hospitalization in the 9 treated cases averaged 
3.3 days but most of them had some pruritus for 
several days after cessation of treatment. Com- 
paring this to a control group of 10 patients 
without steroid therapy, the average period of 
hospitalization was 6.6 days and the duration of 
disability was 11.5 days. 

In a report of 42 assorted cases, Hopkins et al.° 
mention two cases of acute vesicular dermatitis 
due to poison ivy who responded to treatment 
but one of them relapsed. The literature has been 
thoroughly reviewed by nearly every writer on 
this subject to date and one of the best reviews 
of steroid therapy in cutaneous disease is by 
Downing.’ 

From the results of the 15 cases reported here, 
it is the impression that therapy should be con- 
tinued for five to seven days to avoid the tend- 
ency to pruritus and relapse after cessation. 
The proper dosage schedule in the treatment of 
Rhus radicans dermatitis will have to be deter- 
mined by trial and error over a period of months 
or years but the schedule adopted with this 
group appears to be fairly adequate without 
being too prolonged to produce dangerous side 
effects. There were no side effects of note in the 
15 cases treated and the 4 cases who failed to 
respond were no worse than before therapy. | 


Contact dermatitis appears to be the ideal one 
for this type of therapy. The irritant is known 
and can be completely removed during therapy. 
The natural course of disease is known from a 
study of many hundred or thousand cases treated 
before the days of steroid therapy. If a patient 
responds, he is saved several days of discomfort 
and is able to return to work quickly. If he re- 
lapses, the course of the disease is no longer than 
it would be without therapy. Even with such a 
short course of therapy, the contraindications to 
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steroid therapy must be observed. To date, no 
serious effects have been reported from a course 
of therapy extending over five to seven days. 


The results in the six cases due to miscellaneous 
chemicals (Table I) and one case due to contact 
with feathers showed four excellent results with 
no relapses, two good results with relapses and 
one failure. The etiology was not as clear-cut in 
this group as in the Rhus radicans group and 
they are not as satisfactory because of that. 

The experimental studies of Baldridge and 
Kligman® and of Frey and Studer® in which they 
show that cortisone does not alter the develop- 
ment of positive patch tests or of experimental 
contact dermatitis, seemingly throws doubt on 
the value of the steroids in this type of disease. 
However, much work remains to be done to 
show that these results are strictly applicable to 
the effect of cortisone on disease in the human. 
This is emphasized in the editorial note by 
Sulzberger and Baer.'° 

In Table II it is seen that 5 patients were 
treated who suffered from acute urticaria follow- 
ing penicillin administration. The dosage varied 
from 350 to 1,000 mgm. of cortisone and the 
duration of treatment from 4 to 7 days. There 
were 2 excellent results, 2 good results with one 
relapse and one failure to respond. 

The one case labelled as subacute urticaria 
due to penicillin followed seven days after peni- 
cillin administration but had persisted for five 
weeks after the last dosage of penicillin. The re- 
sponse to therapy was dramatic but the urticaria 
returned abruptly within a week of cessation of 
treatment and persisted for several weeks more, 
being partially controlled by the antihistaminics 
by mouth. 

Many investigators have reported on the 
effects of the steroid hormones in urticaria. 
Hopkins et al.° reported 10 cases of acute 
urticaria due to penicillin, all of them com- 
pletely controlled in two to eight days. Steiner 
and Frank" reported 4 penicillin reactions im- 
proved dramatically with cortisone with one 
relapse. They had 2 cases with inconclusive re- 
sults. Sulzberger et al.'* mention 2 cases of acute 
urticaria treated for 23 and 13 days respectively 
with one case relapsing. Ekblad’* treated 12 
acute urticaria cases with ACTH, 10 of whom 
responded, but 6 relapsed. He treated 8 cases 
with cortisone of whom 5 showed response to 
therapy. He believes that the response with 
ACTH is better than with cortisone, which con- 
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firms Irons’ opinion which was _ previously 
mentioned. . 

Five cases of chronic urticaria were reported 
by Ekblad of whom only one showed any re- 
sponse. Kierland, O'Leary, Brunsting and Did- 
coct'* reported excellent results with ACTH in 
acute urticaria due to penicillin with one to 
three days’ treatment. 

From the six cases reported and this brief dis- 
cussion of the literature, it is seen that the re- 
sponse of urticaria to cortisone is not consistent. 
Acute urticaria is a self-limited disease and may 
improve dramatically without any therapy, hence 
the need for caution in estimating response to 
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sufficient. Repeated investigations may provide 
the answer to this question. 

The results in chronic urticaria have been so 
discouraging that the steroids should not be used 
in this condition. 

Erythema multiforme (see Table III). One 
case only of this disease was treated, a boy of 
seven years, who was acutely ill and who re- 
sponded dramatically within 48 hours. Cortisone 
to a total dose of 400 mgm. was continued for 
four days and there was no relapse after cessa- 
tion of therapy. Schupback and Gendal"* reported 
a case with recurrent attacks in a negro who was 
benefited by cortisone and Cannon e¢ al.'’ re- 



































TABLE II. 
UrticartrA (6 Cases) TREATED WITH CORTISONE 
Number Duration Duration 
of of 
patients disease Cortisone treatment Response Relapse 
days mgm. days 

A. Acute 

ORO PERNEN Gs 622 cos, aise tad ee ats nin eas 5 3-10 350-1,000 4-7 Excellent 2 0 

Good 2 1 
Poor 1 1 

B. Subacute 

RG wei bole dua kn edene ene ens 1 5 weeks 925 - 7 Good 1 1 
TABLE III. 

MIscELLANEOUS GrRovuP OF DERMATOSES TREATED WITH CORTISONE 
Duaration Age Duration 
of of of 
Diagnosis disease patient Cortisone treatment Response Relapse 
years mgm. days 

Erythema multiforme................... 10 days 7 400 4 Excellent 0 
Dermatitis medicamentosa phenobarbital.. 2 days 30 500 4 Excellent 0 
Serum cisease CALE .BL). oes oc cu.6 os cu ees 5 days 19 950 6 Excellent 0 
Seborrheic dermatitis and contact derma- ; 

SO CT i a AS Rios Dee RN 5 weeks 31 3,200 22 Died 





treatment. The fact remains, however, that 
some patients who are extremely miserable with 
acute urticaria can be made comfortable within 
24 to 48 hours with adequate dosage of corti- 
sone. The steroid in no way affects the antigen 
but may, to quote Thorn, “alter the allergic 
tissue reaction that follows the union of antigen 
and antibody. One proved mechanism involved 
in this reaction is the demonstrated ability of 
these hormones to inhibit the formation of hista- 
mine and accelerate its breakdown’. 

Relapse has been common in all the reported 
cases of acute urticaria. This may mean that 
treatment is not continued long enough and 
probably five to seven days of therapy is in- 


ported benefit in two patients. Agostas et al.'* 
reported two cases of acute erythema multiforme 
(Stevens-Johnson Syndrome) in one of whom 
the response to cortisone was very rapid and 
in the other there was no response to ACTH 
but a rapid response to cortisone. This may 
have been due to an impotent lot of ACTH 
rather to adrenal insufficiency. Such variation in 
potency of ACTH has been reported by 
Ogryzlo.’® The cases reported to date constitute 
too small a series from which to draw any con- 
clusions. 

Dermatitis medicamentosa (Phenobarbital) 
(see Table III).—A thirty-year-old white male 
had suffered from a drug eruption for two days. 
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The rash was very extensive and bright red, and 
he was extremely uncomfortable. Within two 
days the rash had faded and he was much im- 
proved subjectively. Cortisone to a total dosage 
of 500 mgm. was administered for four days only 
and the disease did not relapse following with- 
drawal. 

Serum disease (antitetanic serum) (see Table 
III),—A nineteen-year-old white man developed 
joint pains, fever, an erythemato-urticarial erup- 


tion and glycosuria seven days after an injection. : 


of A.T.S. His fever rose to 104° F. and he be- 
came acutely ill. His blood sugar was 130 mgm. 
% so in spite of the glycosuria he was started on 
cortisone. In all 950 mgm. was given over a 
period of six days. His fever returned to normal 
and the rash and joint pains disappeared within 
48 hours. The glycosuria disappeared and a glu- 
cose tolerance test four days later was within 
normal limits. The disease did not relapse after 
the steroid was discontinued. 


CasE REPORT 


Seborrhaic dermatitis and contact dermatitis (see 
Table III). A thirty-one year old white female had 
suffered from an eruption of scalp, face, neck, arms, 
abdomen and pubis for five weeks. The eruption was a 
dusky red in colour and very itchy. Various treatments 
including topical remedies and radiation had been tried 
without avail. It was felt that she was suffering from 
seborrheeic dermatitis and there was an added factor of 
hair dye dermatitis to complicate the picture. After in- 
vestigation in the public ward of the Toronto General 
Hospital, it was decided that there was no evidence of 
peptic ulcer, hypertension or tuberculosis and that it 
was safe to give her cortisone. It was then believed that 
this might help the dermatitis caused by the hair dye. 

From May 29 to 31, 1951, the patient received 200 
mgm. of cortisone daily. On June 1 the dose was re- 
duced to 150 mgm. and on June 2 to 100 mgm. At this 
time the initial improvement obtained with 200 and 
150 mgm. was not maintained and the skin became 
worse. The dosage was raised to 150 mgm. and main- 
tained at that level until June 19. She then suddenl 
became much worse and the rash spread to involve ail 
her skin. She complained of sore throat and her throat 
was red and cervical glands enlarged. For these reasons 
she was given penicillin intramuscularly and because it 
was believed that cortisone might be making her worse, 
it was discontinued. She had received in all 3,200 mgm. 
of oral cortisone over a period of three weeks. The fever 
persisted and her general condition gradually worsened. 
The skin became a very vivid, dusky scarlet colour, the 
throat was reddened and the cervical glands enlarged. 
The leucocyte count and differential count were within 
normal limits and the hemoglobin was 91%. Her fever 
ranged between 101 and 104° F. 

Suddenly on July 7 she had a massive gastric hemor- 
rhage and passed. dark, tarry stools. Transfusions were 
started at once and she received fifteen litres of blood 
within the next forty-eight hours. The gastric hzmor- 
rhages continued and it was believed by the gastro- 
enterologists who saw her that she had multiple gastric 
erosions comparable to that seen in patients with severe 
and extensive burns. She died on July 9 and post-mortem 
examination revealed the following anatomical diagnoses. 
(1) Exfoliative dermatitis. (2) Gastric erosions and 
hzmorrhage. (3) Lymphocytic infiltrations in stomach, 
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intestinal tract, vagina and cervix. (4) Cerebral cedema. 
Histopathological examination of skin and all the 
organs threw no more light on the cause of death. 


This case points a warning against the use of 
the steroid hormones in seborrhoec dermatitis 
and indeed in all dermatoses where the cause is 
obscure and where the disease is of uncertain 
duration. The only exceptions to this rule are 
the treatment of severe and fatal diseases where 
no other treatment is of value. 

This complication of cortisone therapy must 
be an unusual one but ‘perforation and hemor- 
rhage from peptic ulcers have been recorded 
frequently. Cohen and Distelheim?° reported the 
case of a twelve-year-old girl with psoriasis who 
developed a generalized erythroderma while re- 
ceiving ACTH. The steroid was discontinued 
and the generalized eruption faded leaving the 
original psoriatic lesions. 

It must be assumed that the patient reported 
here developed a very severe generalized 
erythroderma while on cortisone and the gastric 
erosions were a complication of this. It is prob- 
able that without cortisone her disease would 
have been very prolonged as she had shown no 
response to topical remedies in five weeks. It is 
doubtful if she would have died of her derma- 
tosis so that her death must be at least partly 
attributable to the steroid therapy. 

The patient reacted as do many of the cases of 
atopic dermatitis with the steroid hormone ther- 
apy, namely, initial response then a levelling off 
or relapse while still on therapy or a severe 
relapse on withdrawal. Series of such cases are 
common in the literature (Sulzberger et al.’* and 


Randolph and Rollins*’). 


COMMENT 


From this consideration of 32 cases of acute 
self-limited dermatoses, it appears that no final 
conclusions can be reached as regards the 
optimum dosage or duration of therapy in any of 
the group. The cases of known etiology and 
duration of disease respond the best and there is 
the least danger in treating them. This group is 
exemplified by cases of acute contact dermatitis 
due to poison ivy. It is not suggested that all 
cases of poison ivy eruption should be treated 
with cortisone and some may argue with reason 
that none of them should be so treated. Contra- 
indications to steroid therapy must always be 
observed and it must be remembered that cases 
of acute self-limited dermatoses recover without 
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steroid therapy, hence unnecessary risks to the 
‘patient are unjustified. Sulzberger has stressed 
that the steroid hormones are of value “to abate 
a self-limited disease”. Kierland et al. from the 
Mayo Clinic have commented as follows, “We 
wish to re-emphasize that corticotropin (ACTH) 
and cortisone are powerful in their physiological 
actions and, hence, cannot be administered 
promiscuously or without full knowledge of 
their effects. While physiological side effects are 
usually transient and reversible, such reversi- 
bility does not detract from the importance or 
potential seriousness of such effects. . .. We are 
convinced that too many times these agents have 
been given for insufficient reasons and without 
knowledge of their properties and potentialities”. 
They also stress the bad effects of the steroids in 
infections, particularly concealed infections. 

The fatal case reported in this series points a 
strong warning against the use of cortisone in a 
dermatosis of uncertain etiology and duration 
such as seborrhoeic dermatitis. 

The results in acute urticaria are far from 
conclusive and in chronic urticaria most dis- 
couraging. 


SUMMARY 


1. Thirty-two cases of acute self-limited 
dermatoses were treated with cortisone. 


2. There were 17 excellent results, 8 good 
results and 7 poor results including one fatal one. 


3. Acute contact dermatitis produced by poison 
ivy (Rhus radicans) responded best, there being 
8 excellent, 3 good and 4 poor results in 15 
treated cases with no relapses. 


4. Acute contact dermatitis due to chemicals 
showed 3 excellent results, 2 good ones but with 
relapse and one failure. 


5. Acute urticaria following penicillin admin- 
istration showed 2 excellent results, 2 good ones 
with one relapse and one complete failure to 
respond. One case of subacute urticaria re- 
sponded but relapsed quickly. 

6. There were 4 cases in the miscellaneous 
group of whom 3 showed good response, one 
each of erythema multiforme, dermatitis medica- 
mentosa due to phenobarbital and serum disease 
provoked by A.T.S. The fourth case was that of 
seborrheeic dermatitis complicated by hair dye 
dermatitis. Prolonged treatment by cortisone was 
followed by death due to massive gastric hemor- 


rhage. ‘i 
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7. Cortisone carefully administered to patients 
with diseases of known etiology and duration 


may result in shortening the course of their 
disease. 
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- RESUME 


Les 32 patients souffrants de dermites aigues, 17 
furent grandement améliorés, 8 obtinrent un soulage- 
ment satisfaisant tandis que les 7 autres ne répondirent 
pas d’une facon favorable; parmi ces 7 cas il y eut une 
mortalité. Il s’agissait d’un cas de dermatose sébor- 
rhéique qui recut 3,200 mgm de cortisone en 22 jours. 
Pour tous les autres patients le dosage total de cortisone 
varia de 350 mgm a4 1 gramme et la période de traite- 
ment dura de 3 a 7 jours. La médication dut donnée par 
la bouche dans tous les cas. 

Les meilleurs résultats furent obtenus dans les cas de 
dermites de contact produites par le sumac vénéneux 
(Rhus radicans). Les dermites de contact dues a la 
pénicilline répondirent d’une facon moins constante. Des 
cas isolés d’Erythéme multiforme, de dermite médica- 
menteuse (Phénobarbital) et de dermite au sérum anti- 
tétanique répondirent favorablement. De Tlexpérience 
acquise par ces 32 cas il semble qu’on ne puisse tirer de 
conclusions définitives en ce qui regarde la dose idéale 
a donner ou la durée du traitement. Les meilleures ré- 

onses ont été obtenues dans les cas ou létiologie était 
ien connue; toutefois tous les cas de dermites de con- 
tact par le sumac ne doivent pas étre né¢essairement 
traités 4 la cortisone car il y a des contre-indications dont 
on doit toujours se souvenir; de plus, ces dermites ont 
une durée limitée dont on guéri sans cortisone. La 
cortisone et la corticotropine (A.C.T.H.) ne devraient 
pas étre administrées 4 tout venant et il incombera a 
celui qui les donnera de bien connaitre leurs effets. La 
cortisone ne devrait probablement pas étre employée 
dans les cas de dermatoses 4 étiologie inconnue et a 
durée incertaine. 
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PREVENTION OF TUBERCULOSIS 
AMONG NURSES 


R. G. FERGUSON, M.D., Regina, Sask. 


WITH THE STEADY FALL of infection from tuber- 
culosis in all parts of Canada as a result of the 
lessening number of deaths from this disease and 
consequent decrease in spreading foci, the great 
majority of young girls entering hospitals for 
training, or sanatoria for employment, at around 
the age of twenty, have not been infected with 
the tubercle bacillus and have not acquired re- 
sistance to tuberculosis. These more susceptible 
young women, many of whom will in the natural 
course of their duties be unavoidably exposed to 
tuberculosis, require protection from this disease. 

Adequate protection for these employees is 
the responsibility of all hospitals, if such insti- 
tutions are to be considered desirable places to 
work. The solution of the problem reduces the 
difficulty of maintaining adequate and efficient 
staff in an era of full employment, when young 
women have increasing choice of employment. 

It must be recognized that nurses caring for 
the sick are unavoidably exposed to disease. 
This, however, does not deter them in the least 
if they are interested in the work and can be as- 
sured that protection can be afforded against 
disease. 


PROTECTION OF UNAVOIDABLY EXPOSED 
NuRSES BY PROPHYLACTIC VACCINATION 


Where increasing resistance and reduction of 
infection are major factors of prevention in a 
program in a community, a problem requiring 
special consideration is the protection of that 
group who are destined to have more than 
average exposure to tuberculosis infection—that 
group who are known to be to a large degree 
unavoidably exposed. 

In order to make the problem definite let us 
review briefly provisions made for the protection 
of sanatorium and hospital ward employees. 

About two decades ago, in many places, 
particularly in the United States of America and 
in Canada, Australia and New Zealand, staff 
closely associated with bedside care and clean- 
ing in sanatoria and hospitals were breaking 
down in increasing, numbers, as were also 
nurses-in-training in, general hospitals, and 
nurses and attendants in mental hospitals. The 
sanatoria and hospitals became worried over this 
condition, and checked up on _pre-disposing 
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causes of breakdown. Better living conditions in- 
cluding many new nurses homes and the services 
of dietitians, were provided. Better instruction in 
infectious technique was instituted. 

The value of sanitary technique in protection 
against infection has been demonstrated in both 
acute infectious hospitals and sanatoria. Con- 
sidering the human difficulties during the period 
of apprenticeship, the protection conferred by 
sanitary habits is in a practical way limited. That 
is best illustrated by the cases of nurses-in-train- 
ing who may be considered amateurs in the 
practice of sanitary technique. Protection by this 
method is acquired after long and _ intensive 
practice; is maintained at the price of eternal 
vigilance and is subject to human error. Not- 
withstanding these efforts to improve non- 
specific protection, the problem remained. If 
sanitary technique alone afforded sufficient pro- 
tection, prophylactic vaccination against small- 
pox would not be insisted on for nurses nor 
toxoid prophylaxis against diphtheria in acute 
infectious hospitals. 

In Saskatchewan, where, excluding Indians, 
segregation and treatment had exceeded four pa- 
tients for each death from tuberculosis for the 
past ten years morbidity from this disease has 
steadily fallen among the general population 
since 1930, but in the sanatoria and hospital 
employees morbidity had not fallen. New active 
cases of tuberculosis discovered, 1930 to 1938, in 
Saskatchewan were as follows: 


TABLE I. 
Graduate Student Assistant 

Year nurses nurses nurses Total 
ae 12 10 2 24 
| ae 10 14 2 26 
MIR Sohne oeevo lets 10 12 0 22 
MN es cod ias 12 9 2 23 
ree tee 7 10 0 17 
ee 10 a 0 r7 
Rie bsccy che ot 10 10 3 23 
RE 8 oe ne 5 10 5 20 
RUS 6.8 od cain 12 11 8 31 

SORA. ees cos 88 93 22 203 





On June 30, 1939, there were under treatment 
in Saskatchewan 17 graduate nurses, 13 nurses- 
in-training, and 12 other hospital attendants; 
constituting 5.3% of the 780 patients under treat- 
ment. 

This study shows that during the period of 
1930-1935, the average incidence of admissions 
among nurses-in-training was 1.14% per annum, 
and for the years 1936-1938 inclusive, 1.6% per 
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annum. The average for the nine-year period 
1930-1938 was 1.44% per annum. This incidence 
was nearly ten times that found among young 
adult Normal School pupils examined each year 
in a similar age group (0.15%) and nearly ten 
times that in the general female population in 
Saskatchewan in the age group 20 to 24 years 
known to have fallen sick in 1938 (0.152%). 

In 1930 a further effort was made to protect 
the staff against serious disease, and a routine 
examination by x-ray on employment was 
established, followed by periodic x-ray examina- 
tion. Still a high morbidity persisted. In 1934 
tuberculin testing on employment, and of nega- 
tive reactors at intervals thereafter was estab- 
lished. In 1939 it became possible to make a pre- 
liminary analysis of the information gained by 
a study of tuberculin, x-ray and physical condi- 
tion in three sanatoria. This study revealed three 
outstanding facts: 

First, it was found that in the interval an in- 
creasing proportion of the staff have been em- 
ployed year by year with negative tuberculin re- 
actions, the proportion negative increasing from 
31.7% in 1934 to 60.4% in 1938. 

Secondly, it was found that unavoidably ex- 
posed staff with negative tuberculins soon be- 
came positive; of those groups having more or 
less contact with patients 60% became positive 
within the first year of service, very few going 
beyond two years. 

Thirdly, it was observed that a higher propor- 
tion of the breakdowns occurred among persons 
employed with a negative tuberculin reaction 
compared with the incidence among those em- 
ployed with a positive reaction. Among 359 
exposed persons having a positive tuberculin on 
employment during the five year period January 
1934 to December 31, 1938, 1.1% developed 
lesions demonstrable by x-ray, an incidence of 
0.22% per year. This incidence, although slightly 
higher than that suggested by admissions for 
treatment from young adults in the age group 
20 to 24 years in the general public (0.152%) in 
the same province was very much lower than 
that found among young adults on the same 
staff negative to tuberculin on employment. Dur- 
ing the same period, among 306° employees 
found negative to tuberculin on employment, 
2.026% per annum developed lesions demon- 
strable by x-ray. Not all of those who developed 
lesions required treatment. Small lesions cleared 
up while continuing work under observation. It 
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may be felt that these transitory lesions were of 
no practical importance. Nevertheless, after 
eliminating lesions which did not require treat- 
ment among those 306 persons employed nega- 
tive to tuberculin, 1.04% per annum required 
sanatorium treatment. This incidence was 4.7 
times greated than the incidénce requiring treat- 
ment among those employed with a positive re- 
action. 

It would appear from these observations that 
favourable living and working conditions in hos- 
pitals and sanatoria, combined with preventive 
technique as practised, gave reasonable protec- 
tion to persons who had acquired the resistance 
afforded by previous infection without a paren- 
chymatous lung lesion, but that these conditions 
did not provide adequate protection for negative- 
to-tuberculin employees in the same environment. 


TABLE II. 


CoMPARATIVE EXPERIENCE IN THE PERiop 1934 To 1947 
INCLUSIVE 
(including any cases developed since leaving hospitals 
up to November, 1948) 





No. Tb. % 
persons cases Tb. 


2,223 18 0.809 
1,368 55 386. 4.02 


Hospitals nurses-in-training 


Total vaccinated observed... ... 
Total negatives not vaccinated .. 
Ratio of cases in vaccinated to 
that in negatives not vac- 
Di a ks th od basins 0.809% :4.02% =1:4.97 
Saskatchewan sanatoria 
Total vaccinated.............. 1,223 21 1.8 
Total negatives not vaccinated.. 247 32 11.67 
Ratio of cases in vaccinated to 
negatives not vaccinated... 1.8%:11.67% =1:6.6 





Sanitary technique, if perfect, would eliminate 
infection, but inasmuch as it is subject to human 
error it may be at least expected to avoid infec- 
tion in some cases and to reduce infections in 
others. It protects some of the fortunate and 
very pairistaking, but in most cases merely post- 
pones the evil day when accident or laxity will 
let down the bars for infection. 

In September, 1938, it was decided to offer 
prophylactic vaccination with B.C.G. to all nega- 
tive-to-tuberculin nurses in the eight large gen- 
eral hospitals in Saskatchewan and to all nega- 
tive-to-tuberculin employees in the three sanatoria 
of the Saskatchewan Anti-Tuberculosis League. 

The results of vaccination in this longer period 
were slightly better than shown in the study to 
the cut-off in 1943 published in 1946, A.R.F., 
October-November. 

Thus vaccination of negatives reduced the 
incidence of tuberculosis cases in the hospital 
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group to its fifth and in the sanatoria group to 
its sixth. 

In the period from July, 1945, to June 1950, 
the employees of the League have been pro- 
tected by sickness and accident disability insur- 
ance including tuberculosis with standard indi- 
vidual policies at minimum standard rates. The 
experience of the insurance company has been 
satisfactory. 

The serious situation that had been develop- 
ing with regard to excessive incidence of tuber- 
culosis among nurses and sanatoria employees 
who did not react to tuberculin on entering the 
environment, during the period 1930 to 1938, 


CASE REPORTS 


SPONTANEOUS PARALYSIS 
OF THE DIAPHRAGM* 


CAMERON CORRIGAN, B.Sc., M.D. and 


FRANK DWORSCHAK, M.D., 
Sioux Lookout, Ont. 


THE INCIDENCE of paralysis of the diaphragm 
due to pressure on the phrenic nerve must be 
very rare. A search of the literature in the 
Quarterly Cumulative Index of Medicine from 
1933 to 1951 and of the American Review of 
Tuberculosis from 1942 to 1951 revealed only 
one article. 

The purpose of this report is not to give a 


*Indian Health Services, Sioux Lookout, Ont. 
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has not been present since vaccination of nega- 
tive reactors was begun in September, 1938. The 
nursing schools and the League in Saskatchewan 
no longer have anxiety and worry with regard 
to excessive tuberculosis developing among the 
negatively reacting staff. 


Since this study was made vaccination has 
been introduced in many large hospitals and 
most sanatoria from British Columbia to New- 
foundland and wherever practised, the results 
have been to eliminate excessive tuberculosis 
among negative to tuberculin nurses. 


Balfour Apts., Regina. 


detailed or exhaustive bibliography but rather 
to record a condition which is seldom noted un- 
less artificially produced. 


S.S., a two year old Indian girl, was admitted to the 
Sioux Lookout Indian Hospital on September 8, 1950. 
She was referred by a doctor from an adjacent area 
with a history of being sick for two months with cough 
and fever. He stated her tuberculin test was positive and 
that a chest x-ray revealed consolidation of the whole 
lung. However, he did state in his letter that she had 
done well on streptomycin. On admission her chest films 
were interpreted by a chest specialist as follows: “The 
lungs show many solid patches with cavities. Diagnosis: 
Far advanced pulmonary tuberculosis bilateral active. 
Sputum was positive for tubercle bacilli.” He recom- 
mended bilateral phrenic nerve crush, but the prognosis 
was considered unfavourable (Fig. 1). 

The authors did not see this baby until October 18 at 
which time a chest film was read as showing no change. 
A recommendation was made that a review be done in 
three months. On January 1, 1951, a chest film showed 
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evidence of some improvement particularly on the right 
side where some soft appearing infiltration had been 
noted in the previous film. 


On March 15, for the first time, the left half of the 
diaphragm was noted to be elevated and the film read- 
ing was as follows: “Left lung: Left diaphragm quite 
markedly elevated. Left chest indrawn. Fairly gross 
pathology throughout left lung with cavitation in upper 
lobe but definitely improving as compared to January, 
1951, and October, 1950, films. There is still moderate 
enlargement of the mediastinal glands. Right lung: 
Fairly clear and has improved.” 

At this time the diaphragm was as high as the third 
rib anteriorly. As the child’s general condition had im- 
proved it was decided to initiate a second course of 
streptomycin (90 days) combined with PAS. 

The February 19 chest film showed: “Left lung: The 
lett diaphragm is still elevated. There has been con- 
siderable clearing throughout the remaining lung field. 
Right lung: The mediastinum continues to be widened 
to the right although not as much as previously.” This 
paralysis may have had a beneficial effect. At this time 
the left diaphragm reached the second rib anteriorly 
(Fig. 2). It was decided to demonstrate radiographically 
that this was really a paralysis of the diaphragm and not 
a hernia through the diaphragm. Paradoxical diaphrag- 
matic movement was evident by fluoroscopy and with the 
patient tilted head downward the high position of the 
left diaphragm was demonstrated with barium in the 
stomach. This is shown in Fig. 3. 


At the time of writing the child is greatly im- 
proved clinically. She has gained fifteen pounds 
in the past year and it would appear as if she 
might recover. 

Grobli states that in order to obtain a paraly- 
sis of the diaphragm the hilar nodes must be 
very large and that the condition must be very 
rare on the left side because of the anatomical 
course of the left phrenic nerve.’ 

In treating tuberculous Indian children we 
frequently see evidence of enlarged mediastinal 
glands and, indeed, occasionally the enlarge- 
ment is very marked. In spite of this experience 
we have never before noted in such cases inter- 
ference with phrenic nerve function. If mechani- 
cal pressure is the only responsible factor we 
would expect ‘paralysis of the diaphragm to be 
noted more often. Possibly the tuberculous pro- 
cess has directly involved the nerve. 

The striking improvement that occurred in this 
case especially after the diaphragm became 
elevated makes one wonder if we are surgically 
applying this form of therapy often enough. 


I wish to acknowledge the criticism and advice of 
Dr. E. L. Ross in the preparation of this case history. 
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VAGINAL METASTASES 
FROM HYPERNEPHROMA 


N. K. MacLENNAN, M.D., Halifax, N.S. 


Three years ago Martzloff and Manlove’ re- 
viewed comprehensively 23 cases of hyper- 
nephroma which had metastasized to the vagina. 
Twenty-one were from the left kidney and only 
two from the right. Metastases from the left 
kidney were explained by the anatomical rela- 
tionship between the left ovarian and left renal 
veins. No explanation was given for those from 
the right kidney, reported by Doran, in 1907 and 
Sharnoff and Salam in 1936. Our case is pre- 
sented in some detail, as the third reported 
instance of vaginal metastases from the right 
kidney. 


Mrs. R.R., age 46, was first admitted to the gynz- 
cological ward of the Victoria General Hospital on 
December 2, 1950. She died January 14, 1952. Her 
father had died from “gland trouble’. She had been 
curetted nineteen years previously for excessive bleeding, 
apparently with cure. 

Her admission complaints were nocturia (4-5 times) 
for 9 months, a watery discharge p.v. for 9 months 
(causing her to omit coitus), a painless, plum-sized 
growth protruding fram the vagina for 5 months, a 
weight loss of twenty pounds in 5 months, and dysuria 
tor | month. 

For the past 9 months, periods had been every two .. 
weeks instead of four weeks as previously, and with 
more blood loss. Two months ago she had missed a 
period. She began to spot 5 days before entry. Her im- 
mediate and urgent symptom was severe vaginal bleed- 
ing on the morning of admission, sufficient in quantity to 
leave her weak and frightened. She was rushed to the 
hospital. 

Abdominal examination showed a football-sized tu- 
mour in the right upper quadrant, fixed and symmetrical, 
extending from the costal margin to two inches below 
the umbilicus and medially to the midline. Vaginally, a 
bloody cauliflower-like ‘mass, lemon-sized, protruded 
from the vulva. It had its base on the posterior wall of 
the vagina just inside the introitus. The left wall of the 
vagina was free but the right wall showed a nodule 
about two inches in diameter fixed to the pubic arch and 
extruded into the vagina. Anteriorly there were thicken- 
ing and ulceration surrounding the urethral orifice, which 
extended back almost to the cervix. This is in agreement 
with Taussig’s generalization that tumours metastasizing 
to the vagina, presumably by way of the blood stream, 
show a predilection for the distal vagina, especially the 
vicinity of the urethral meatus. The proliferating masses 
were covered with a grey-green slough and bled quite 
freely on touching, so much so that a proper pelvic ex- 
amination could not safely be done at that time. 

Preliminary work-up revealed a hemoglobin of 8.5 
gm., W.B.C. 7,900, N.P.N. 31, metastatic series nega- 
tive. An intravenous pyelogram showed no dye excre- 
tion from the right kidney, which could not be outlined. 
A mass was seen and could be outlined in the right 
kidney region. Left kidney function with dye was normal. 

Examination tinder anesthesia confirmed the previous 
location of the vaginal growths. The cervix was free; the 
uterus and adnexe mobile. Papanicolaou smears from 
vagina were negative and biopsy showed a “glandular 
infiltrating tumour which has a structure composed of 
large clear cells with a faintly granular cytoplasm, being 
strongly suggestive of renal tubular origin”. : 
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Cystoscopic examination revealed a bladder with 
chronic cystitis. The urine from the right ureter con- 
tained albumin but nothing microscopically. The urine 
from the left kidney also contained albumin and 20-30 
R.B.C./H.P.F. Retrograde pyelograms showed the per 
two-thirds of right ureter displaced across the midline. 
The right kidney pelvis was displaced in an upward 
direction and a soft tissue tumour obscured the entire 
right side of the abdomen. The left kidney was normal. 

The patient was transfused seven times and _ started 
on a series of ten x-ray treatments. A total dosage of 
2,000 r was given to a direct vulvar field of 10 x 10 cm. 
_Factors: 5 M.A. and 400 K.V.; FSD = 50, filter Th:2. 

Following this, the right kidney was explored. A very 
extensive right hypernephroma was found, too far ad- 
vanced for removal. This very vascular tumour.-was 
covered with large blood vessels and infiltrated the vena 
cava. A biopsy (which showed only fibro-fatty tissue) 
was done. Recovery was normal and fifteen days later 
patient was discharged, the feeling being that-the growths 
(both primary and secondary) were too extensive for 
further radiation. 

One month later she was sent back to hospital for 
bleeding which settled down shortly after admission. 
There was no change in her condition and she was dis- 
charged next day. Two months after this she returned 
with complaints of right loin pain at night and steady 
vaginal pain, cei with nocturia (4X) and burning 
on micturition. Examination revealed the abdominal 
mass to be about 25% larger than previously but the 
vaginal tumours were much smaller, not friable as pre- 
viously, and had become hard submucous masses. Because 
of the good response to such a small perineal dosage of 
radiation, it was decided to try vaginal radium and also 
x-ray to the mass in the right upper abdomen. 

At this time patient received five pints of blood for 
severe anemia. Papanicolaou smears on the spun sedi- 
ment of catheter urine were negative as were a repeat 
metastatic series of x-rays. 

On examination under anesthesia epithelialization of 
the original ulcerated area in the vagina was found to 
have occurred and the indurated area near urethra 
seemed mobile. There was still some ulceration above 
urethra with a growth near the clitoris. The pelvis felt 
free. Radium was applied near the areas of greatest in- 
duration to a total dosage of 2,000 mgh. Following this, 
and prior to discharge, 26 x-ray treatments were given 
to the kidney region. Dosage was directed through three 
fields: anterior, posterior and lateral. Portal 15 x 15 cm. 
Factors as above. Estimated tumour dose 2,400r. Neither 
this nor the preceding x-ray therapy was ever considered 
to be anything more than palliative. 

The patient returned in one month. Local symptoms 
from the vaginal masses were more marked: swelling, 
discomfort, discharge, frequency, dysuria, hematuria all 
being present; she had been confined to bed for the 
four weeks at home. Examination showed the right upper 
abdominal mass as before. Vaginally there was consider- 
able cedema and slough in the region of labia and 
clitoris, though the pelvis was still free. Since there was 
no further improvement she was sent home after a 
metastatic series was done and found negative. 

After another month she was admitted by a private 
physician for vomiting and retention of urine. Her 
daughter had noticed that the patient was irrational at 
times and had developed an exophthalmos. In hospital, 
vomiting ceased and catheterization relieved the urinary 
complaint. After two weeks she was discharged with a 
catheter left in bladder. 

After four weeks she returned again to the ward with 
headaches, vomiting, disturbances of eyesight and irrita- 
tion from the catheter. Fundi showed papilloedema; 
exophthalmos was marked. These signs were felt to 
indicate cerebral metastases. The right upper abdominal 
mass was larger and the vaginal lesions had spread to 
involve urethra, recto-vaginal septum and all vaginal 
walls. Testosterone 50 mgm. daily had no visible effect. 
X-ray of skull was negative. The PCV was 31%. She 
was again discharged. 
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In five weeks’ time, she returned for the last time and 
her condition gradually deteriorated over a period of 
three months, when she expired—13 months after her 
first admission, and 22 months after the first appearance 
of symptoms. During a good deal of this time she was 
irrational and incontinent of faces. Towards the end, 
she was totally blind. A post-mortem was refused. 


It was thought that the massive right renal 
tumour may have invaded the vena cava and left 
renal vein with spread via ovarian vein to the 
pelvis but if this was so, it was unusual that no 
pulmonary metastases were detectable. Cerebral 
metastases had occurred presumably by way of 
the vertebral veins. 

The interesting points about this case, in ad- 
dition to the rarity of the vaginal metastases 
from the right kidney which it exhibited, were 
the length of time the patient lived with such 
extensive secondary growths, and the favour- 
able—though temporary, response of these to 
radiation. 

The assistance of Dr. H. B. Atlee, Chief of Service, 


in the preparation of this case report is gratefully 
acknowledged. 
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ISLET CELL TUMOUR 
OF THE PANCREAS* 


DONALD CANT, M.B., B.S.(Durham), and 
BRIAN LEES, M.R.C.P.(Lond.), 
M.R.C.S.(Eng.), Corner Brook, Nfld. 


Ir 1s FELT by the authors that islet cell tumours 
of the pancreas are still sufficiently rare, at least 
in the smaller centres of Canada, to warrant a 
short report on a successfully treated case. The 
condition of spontaneous hypoglycaemia caused 
by such tumours may give rise to a puzzling 
clinical syndrome, and such cases may easily 
pass unrecognized, and go untreated under such 
labels as “psychoneurosis” or even frank mental 
disease. The following case report, while brief, 
is intended to bring out the salient points in the 
symptomatology, diagnosis and treatment of this 
condition. 


At the onset of his symptoms the patient, a male aged 
42 years, was employed on outside work on the local 
ilk eaten He had always been fit up to that time and 
gave no history of previous serious illness or operation. 
While at work one day he felt dizzy, found himself stag- 
gering, and noticed his eyesight becoming blurred. He 


a the Western Memorial Hospital, Corner Brook, 
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then “blacked out”, and one of his workmates noticing 
his condition gave him some sweetened tea which im- 
mediately revived him. He felt quite well for the rest 
of the day. It may be noted at this point that this first 
attack occurred just before lunch time (i.e., some time 
after the last meal) and that the patient is quite posi- 
tive of the immediate and dramatic relief given by the 
sweetened tea. These are important clues. His next 
attack, which was similar, occurred two days later, and 
his foreman accused him of “drinking” on the job. He is 
in fact an abstainer. Following this he saw his family 
doctor, who kept him under observation for about two 
months, and finally, since his attacks were continuing 
with increasing frequency, referred him to another hos- 
pital in the Province. There a glucose tolerance test was 
performed, following his admission on December 5, 1950, 
which showed the following figures: 





mgm. /100 c.c. 


NG St) Ors Kiwi hs Ke eRe 93 
5 255s bo.wik 46k eS 135 
Te RONEN a x 5803. Soha yt iro oa ct Ne 178 
RS 5 9 scirn aOR OTR REARS 135 
SOP PRRNRR EER oh 3 co 807) bs) ar, shah da ote 124 
1) | | ete Terre Aeert oe ee 87 
8 ae ee ee eee eee 77 





Other blood chemistry and clinical findings at this time 
were normal. He was discharged with a diagnosis of 
“functional hypoglyczeemia” and recommended frequent 
carbohydrate meals. A rider was added stating “it was 
felt that this man would not benefit by surgery”. 


For a while he kept relatively well on a high carbo- 
hydrate diet, but after about six months his attacks re- 
cu..ed. Their frequency increased, so that he had to 
give up work, and he found that even light work around 
the house would precipitate an attack. Often his wife 
would be unable to rouse him in the morning, and she 
kept an “eye dropper” ‘with which she would insert a 
little sweetened water into the corner of his mouth. This 
would arouse him sufficiently to take breakfast, after 
which he would feel comparatively well, provided he 
took frequent carbohydrate feeds, and refrained from 
any exertion. 

On June 25, 1952, 2 years and 8 months since his first 
symptoms, he was referred to Western Memorial Hospi- 
tal, Corner Brook, where he was admitted. 


He was a rather spare, slightly-built man. His ap- 
parent age corresponded with his statement (44). His 
intelligence was perhaps slightly below normal, but he 
was a co-operative patient, and gave a good account of 
his symptoms. Physical examination was entirely nega- 
tive, urine was normal, blood count, blood N.P.N., chest 
x-ray and electrocardiogram were all within normal 
limits. It was decided to assess the severity of his hypo- 
glycemia by — him, and all food and drink, with 
the exception of plain water, were withheld after 12 
midnight. The following blood sugar figures were ob- 
tained on the next day: 


A A ARE REE SE SASSER NETS A Mt GAREY A TTS TT AC IS TT FT TNS 


mgm./100 c.c. 
Ng a eels ene eee 60 
eRe ee Per Pee ery 46 
NN 3.385 500-5 ta eas 43 
PN cae hes Sa renee ares 38 





During his test the patient became increasingly drowsy 
and unco-operative, and shortly after the final veni- 
puncture, he became acutely maniacal and violent, re- 
quiring two male orderlies to restrain him. The test was 
then discontinued. A little sweetened water forced into 
his mouth soon quietened him, and a further sweetened 
drink restored him to normal within about 10 minutes. 
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This test appeared to give clear and positive evidence 
of hyperinsulinism, and it was felt that the diagnosis lay 
between a diffuse hyperplasia of the islet tissue, and a 
frank islet cell adenoma. The latter was considered to 
be more probable, and it was decided to explore his 
pancreas. 

Operation was performed on July 8, 1952. Anesthesia 
was induced with pentothal and “syncurine”, and con- 
tinued with intratracheal cyclopropane and oxygen. A 
continuous 10% dextrose drip was maintained during the 
operation. 

A wide transverse incision was made 2” above the 
umbilicus, and the pancreas displayed by reflecting up- 
wards the great omentum. The tumour, slightly over 1 
cm. in diameter, was purplish-red in colour, with fine, 
spidery vessels around its periphery. It was situated in 
the middle of the anterior surface of the pancreas at the 
junction of the head and neck. It was easily distinguish- 
able from the normal pancreatic tissue, which was much 
lighter in colour, and on palpation the tumour could be 
felt as a bulge of firmer consistency on the pancreatic 
surface. Careful search of the rest of the viscus revealed 
no other tumour. The tumour itself shelled out readily, 
and the oozing in its bed was easily controlled with 
three silk sutures which also served to repair the pan- 
creatic capsule. The remaining abdominal viscera ap- 
peared normal on inspection, and in particular there was 
no abnormality on the surface of the liver, which might 
have led to suspicion of secondary deposits. The ab- 
dominal wound was closed without drainage. From the 
way in which the tumour separated from the normal 
tissue, and “shelled out” from its bed we formed the 
opinion at operation that it was probably not malignant. 
At no time during the operation did the patient’s gen- 
eral condition give any cause for worry. 

The patient made an excellent recovery from_ his 
operation, and 3 hours after his return to the ward, at 
which time his glucose drip had been discontinued for 
one hour, the blood sugar levi was 173 mgm./100 c.c. 
The following morning, the patient having received no 
parenteral glucose during the night, the level was 148 
mg./100 c.c. This result we felt was most encouraging, :: 
His convalescence was quite uneventful, and he had no 
recurrence of his attacks. Before his discharge we re- 

eated his fasting test, and the following figures should 
e compared with those from the identical test per- 
formed before operation: 





mgm./100 c.c. 


Ci NA ah Nea dae ata ea aa 121 
DEPRES) ain acne cane daaawdeaadewes 111 
DEED -ntbawediia cond oc ecaun ens 104 
PS nciun ek Oded Sabu edaarnes 111 





At no time during this second test did the patient display 
any abnormal symptoms, or mental disturbance. He was 
alert and co-operative throughout, and his only complaint 
was of feeling hungry. 

For the pathological report we are indebted to Dr. J. 
Josephson at the Provincial Laboratory, St. John’s, New- 
foundland. He reported a fairly compact growth com- 
posed of large islet cells, and his diagnosis was “Islet 
Cell Tumour of Pancreas” (? malignant). 

At the time of writing the patient is entirely free from 
symptoms, has resumed a normal life, and is returning 
to his previous employment. 


DISCUSSION 


Every story should have a moral, and we feel 
that there are some useful lessons to be learned 
from this case. 

1. On many occasions this patient showed 
some mental disturbance, and on one occasion 
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at least he was acutely maniacal. He was also 
on at least one occasion accused of “drinking”. 
Many other bizarre symptoms of hypoglycaemia 
are reported in the literature (which we do not 
intend to review). Although this condition is 
rare, it can well be kept in mind when dealing 
with a patient with peculiar symptoms. 

2. We feel that the glucose tolerance test per- 
formed on this patient’s first admission to hos- 
pital was not sufficiently prolonged, and that it 
is only by fasting the patient that the true 
severity of his hypoglycemia can be brought out. 

3. We were impressed with the relative 
simplicity of the operative procedure, by the 
uneventful postoperative course, and by the ap- 
parent complete cure of the patient. 

4. We feel, on reviewing this case, that any 
patient exhibiting definite hyperinsulinism should 
be explored surgically. In reported cases 
the great majority are benign adenomata, and 
malignant tumours or diffuse islet cell hyper- 
plasia are comparatively rare. The chance of a 
radical cure, in our opinion, justifies surgical 
intervention as soon as the diagnosis is firmly 


established. 


FATAL POISONING BY SEDORMID 
( Allyl-Isopropyl-Acetyl Urea) * 


G. E. JORON, M.D., 
J. B. DOWNING, M.D. and 
E. H. BENSLEY, M.D., Montreal 


WITHIN THE PAST 18 months we have seen two 
deaths from acute poisoning by sedormid. In 
both instances overdosage led to marked central 
nervous system depression. 


CaAsE 1 


M.S., a 41 aoa old woman was admitted, having been 


unconscious for 18 hours following the ingestion of a 
large quantity of sedormid. The exact amount taken was 
unknown. ; 

Examination showed deep coma with absence of all 
reflexes except for a bilateral Babinski response, rapid 
oulse and respiration, moist rales at the lung bases and a 
late raised erythematous area on each buttock. The 
spinal fluid was normal. 


*From the Departments of Medicine and Metabolism, The 
Montreal General Hospital, and the Department of Medi- 
cine, McGill University. 
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Treatment included use of stimulants, antibiotics, 
intravenous fluids, oxygen and other symptomatic meas- 
ures. The patient became slightly more responsive but 
never regained consciousness. The rectal temperature 
rose to 105° F. On the fourth day in hospital fatal 
cardiovascular collapse supervened. It was suspected that 
this was due to hemorrhage although daily thrombocyte 
counts had been normal and there was no purpura. 


Autopsy showed multiple acute superficial ulcers of the 
stomach and duodenum with blood in the lumen of the 
bowel. Acute pulmonary oedema was present. Permis- 
sion to examine the brain was not obtained. 


CAsE 2 


C.T., a 25 year old man was admitted, having been 
unconscious for 18 hours A the ingestion of ap- 
proximately 200 grains of sedormid. 


Examination showed deep coma with reflexes present 
but depressed, rapid pulse, shallow breathing and large 
raised erythematous areas with bullz on one buttock and 
over the sternum. The spinal fluid was normal. 


Symptomatic treatment was given as in Case 1. The 
patient showed no response. The rectal temperature rose 
to 105° F. The blood pressure fell steadily and he died 
on the second day in hospital without having regained 
consciousness. The thrombocyte count was normal and 
there was no purpura. Autopsy was not obtained. 


During the same period of 18 months we have 
encountered two additional cases of severe 
central nervous system depression due to inges- 
tion of large amounts of sedormid. These pa- 
tients recovered. 


Many reports of sedormid poisoning have ap- 
peared since the introduction of this drug in 
1929 as a sedative and hypnotic. These reports 
include three fatal cases. Autopsy showed cereb- 
ral purpura in two’ ? and non-specific degenera- 
tion of brain cells in the third.* Purpura has be- 
come well recognized as a toxic effect of sedor- 
mid and may occur even with small doses. Large 
doses of sedormid cause severe central nervous 
system depression. 

Sedormid belongs to a group of compounds 
known as open chain ureides. These compounds 
are closely related to barbiturates, which are 
also ureides. Barbiturates however contain a 
closed ring structure instead of an open chain. 
Federal legislation forbids the sale of barbitu- 
rates except on prescription by a physician, 
whereas this restriction does not apply to the 
closely related open chain ureides. 


Several open chain ureides besides sedormid 
are on the market. Some are advertised directly 
to the public as useful for the relief of insomnia 
and nervousness. There is no clear evidence that 
they cause purpura, but in large doses all pro- 
duce severe depression of the central nervous 
system. Recently we saw a patient who had 
taken 120 grains of acetyl-diethyl-bromo-acetyl 
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urea in the form of “Sedicin”. Marked depression 
followed but the patient recovered. 

This report is written to focus attention on 
the dangers of the indiscriminate use of sedormid 
and other open chain ureides. Physicians should 
be aware of these dangers. Furthermore we feel 
justified in recommending that all open chain 
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ureides be placed on the list of Prescription 
Drugs. 
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SPECIAL ARTICLE 


“PSYCHIATRY LTD.”* 
(Abridged) 


DESMOND CURRAN, M.B., F.R.C.P., D.P.M., 
London, Eng. 


ONE OF THE RESULTS, if not the objective, of medi- 
cal education is for doctors to judge their success, 
or the state of progress of any branch of medi- 
cine, against a pathological rather than a socio- 
logical criterion. Traditionally the criterion of 
disease is an organic pathology demonstrable in 
life or after death, and the problem for the 
doctor is to determine the pathological lesion 
and to control this if he can. But no pathological 
lesion in this traditional sense is demonstrable in 
a large number of patients. Medicine is there- 
fore faced with the dilemma in these cases of 
either (a) coming to the conclusion that there is 
nothing wrong, which is often clearly untenable, 
or (b) of expanding its scope almost indefinitely 
to cover every type of maladjustment. 

Where should a halt be called in an ex- 
pansionist campaign? Expansionist claims are 
widespread and have authoritarian backing. 
For example, Dr. Brock Chisholm, the Director- 
General of the World Health Organization, 
quotes with warm approval the W.H.O. defi- 
nition that “Health is a state of complete 
physical, mental and social well-being and 
not merely the absence of disease or in- 
firmity”. This seems logically to imply that every- 
body—in this world—is sick; and illness is equated 
in the average mind with irresponsibility. But 
Dr. Brock Chisholm goes further and advocates 
that the “chief concern” of psychiatry should be 
with preventive measures, and “positive health’; 
that the “technical guidance” needed by parents, 
educationalists, politicians and many others can 
come only from psychiatrists; and that in psy- 
chiatry lies the best hope of resolving inter- 
national tensions and so preventing war. 

Excluding these grandiose claims concerning 
the resolution of international tensions and the 
*The address of the President of the Section of Psychiatry, 
of the Royal Society of Medicine. 


From The Proc. of Roy. Soc. of Med., 45: 105: 1: 1952. 
Reproduced by kind permission of the author. 
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like and turning to what Dr. Brock Chisholm 
calls the “mere individual”, neither doctors nor 
patients are likely long to be content with the 
bare assurance that a departure from the W.H.O. 
definition of health spells sickness; they will want 
to know the cause—the pathology; and when no 
organic pathology is demonstrable this is apt to 
be sought and found in terms of psychopath- 
ology. The difficulties of psychopathology as a 
cause and criterion of sickness are, however, (1) 
it is not objectively demonstrable (at least in the 
same way as is traditional pathology), and (2) in 
the “psychopathological” there is much that is 
not abnormal. If, for example, the CEdipus Situa- 
tion is a normal phase of development, the per- 
sistence of a mother fixation becomes less con- 
vincing as an explanation and excuse for anti- 
social behaviour’ in later life. I remember a 
drunken Naval Officer, concerning -whom ex- 
culpation and invaliding were advocated by .a 
non-Naval psychiatrist on mother fixation 
grounds, and this is the sort of report that brings 
psychiatry disrepute. As the Surgeon Rear- 
Admiral said “There would be no end to it if this 
went through”. 

Just as general physicians and surgeons tend 
to be too exclusively concerned with pathological 
questions (hence “social medicine”?), so psychi- 
atrists tend to be too exclusively concerned with 
psychopathological questions. I believe this pre- 
occupation with psychopathological rather than, 
as I would wish to see, with clinical and prog- 
nostic criteria, is one of the reasons why psychi- 
atric claims have got out of hand. It is not easy 
to prove or disprove a psychopathological inter- 
pretation, whereas a prognosis can be shown 
much more readily to be right or wrong. 

I shall now try to illustrate the dangers of ex- 
pansionism in connexion with: 


1. CRIME AND CRIMINAL RESPONSIBILITY 


In general, medical claims seem to be (1) 
the sick should be regarded as medical responsi- 
bilities; (2) sickness implies irresponsibility or 
diminished responsibility; (3) the criterion of 
sickness is the demonstration of a pathology. 
Should, however, the demonstration of a “brain 
pathology”, such as an abnormal EEG, of a 
typical epileptic type in a criminal (e.g. a 
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swindler or better still a murderer), whose crimes 
disclose very clearly a capacity for rapid adapta- 
tion to altering circumstances and other features 
that were not consistent with epileptic confusion 
or automatism, modify the operation of the law? 
The logical consequences of this view might be 
disconcerting for, if immunity is inferred, pre- 
ventive steps should be taken, in the same way 
that epileptics are now prevented from holding 
a driving licence. Could it seriously be proposed 
that the possessors of these abnormal EEGs 
should be prevented from entering into business 
contracts or in other ways be deprived of their 
civil rights? and if we do not do this, would we 
not be making an abnormal EEG a criminal 
asset? 

The difficulties become even greater when no 
organic pathology is demonstrable. Thus, accord- 
ing to the W.H.O. definition of health, all 
criminals, lacking as they must complete social 
well-being, are necessarily sick. Crime, therefore, 
must be a manifestation of disease and the treat- 
ment of disease, so the argument runs, is a job 
for the doctor. Further, since in a sense we all 
have a psychopathology, this can always be ad- 
duced to back up the thesis that the criminal is 
a sick man and irresponsible, as in the case of 
the drunken Naval Officer with a mother fixation. 
It is to be feared that the comparable psychiatric 
evidence is too commonly given in the courts. 


2. WorKING CAPACITY 


Again, in so far as the doctrine of positive 
health spreads, inefficiency like crime is neces- 
sarily rather than possibly a medical problem 
and, in so far as it is accepted, psychiatry will 
be asked to shoulder an impossible burden. Al- 
ready a tendency may be observed to refer in- 
efficients and ineffectives for medical rather than 
executive disposal; but of course far more com- 
mon is the problem of the work-shy. The sensible 
view surely is that many individuals present 
social rather than medical problems and I sub- 
mit that, after careful investigation, we can and 
should say, when the occasion arises, that we 
can find no evidence of disease, or any reason 
why the man should be discharged on medical 
grounds, even if he is inefficient, or any medi- 
cal reason why he should not work, as the case 
may be. 

In brief, we should be reasonably strict in 
our standard as to what constitutes sickness and 
our job. 


3. SELECTION 


Are we wise as psychiatrists to stake our claims 
as regards positive selection? By which I mean, 
for example, the selection of good officers rather 
than the exclusion of those likely to break 
down? The traditional medical réle in selection 
has been one of exclusion. It has not in the past 
been the doctor’s job to choose the, football 
eleven, but merely to express his opinion as to 
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whether a man was or was not fit to play. If 
the doctor was an expert on football, however, 
he might reasonably be elected a member of the 
selection committee; but not in his professional 
capacity. It is important to distinguish between 
what we are doing in our professional capacity 
and what we are not so doing. Even if I could 
choose officers better than Brigadier Blimp, I 
think it would be mistaken for me to suppose 
this resulted from my psychiatric training and 
so another feather in psychiatry’s cap. 

Psychiatry can, however, stake a claim in the 
exclusion of those likely to break down, although 
it must at once be added that the prediction of 
breakdown is a remarkably difficult task. Would 
we not be wiser to become better at negative 
selection before embarking upon more ambitious 
projects? 

Another objection to positive selection is that 
of professional confidence. This must surely arise 
in any co-operative selection procedure, such as 
the W.O.S.B.s of the war. It seems obvious that 
if we warn a candidate, like a police officer, that 
anything he said would be used in evidence 
against him he will not speak freely. This would 
prevent the formation of an adequate psychiatric 
opinion. Whereas if the candidate is not warned 
and what he said confidentially is conveyed to 
others, a gross breach of professional confidence 
must arise. It seems to me that this question of 
professional confidence will or should perman- 
ently limit our contribution to positive selection 
procedures. For the above reason I believe that 
when giving a report to lay people on selection 
matters, this report should be confined to the 
statement that we can or cannot find any medical 
reason against acceptance. 


4. PsyCHOTHERAPY 


A “practical art”, such as medicine, may be 
judged by what it can do. Psychiatric treatment 
is not of course synonymous with analytic 
psychotherapy; and this is no place to discuss 
the value of psychiatric treatment as a whole. 
But there can be no doubt that increasing num- 
bers expect to be treated by some lengthy form 
of psychotherapy or analysis. I believe quite un- 
justified expectations have got about. We have 
all read repeatedly of the vistas opened by the 
light shed through the discoveries of Freud and 
of how treatment by psychotherapy has been 
revolutionized. The result of this propaganda 
has led to the widespread belief that psycho- 
therapy should be able to transform an indi- 
vidual’s personality, and that there are no limits 
to people’s potentialities when freed from the 
emotional ties and entanglements rooted in their 
childhood. 

No one, I think, doubts that psychotherapy 
can be of real value, but, as I see it, and as the 
majority of psychiatrists with whom I have 
worked or discussed the matter have seen it, 
prolonged psychotherapy or analysis is only 
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called for, and is certainly only practicable, in a 
small minority of cases. Happily a very large 
number of patients get better without analysis, 
either with the aid of other measures or with no 
specialized aid at all. And there is another large 
group in which the only sensible possibility is to 
try to get the patients to accept their limitations 
with no hope of a transformation scene. The 
strange fact is that after all these years a con- 
vincing case for the special efficacy of analysis, 
as opposed to other or simpler measures, has not 
been made out, or if it has I should like to know 
where. At the same time I personally believe that 
a case for prolonged psychotherapy or analysis 
does exist in a small group, perhaps 3% of those 
seen by someone like myself. A real advance has 
been made in that psychotherapy is more widely 
available; but I know of no evidence that the 
individual results achieved by psychotherapy of 
any kind are any better than they were thirty 
or forty or more years ago. Are the results not 
dependent upon individual gifts rather than 
schools? Did Freud get better results than Forel? 
And who since can claim an advance on either? 

I think it likely that the reason for the astonish- 
ing state of our ignorance lies in the direction of 
interest of many psychotherapists and particu- 
larly the analysts, which often do not seem to be 
clinical or prognostic, so much as solely con- 
cerned with the psychopathology. Thus, whilst 
interpretations abound it is remarkably difficult, 
or. quite impossible, when reading the literature 
to determine what was a patient’s condition be- 
fore, during or after treatment. It is surely 
reasonable to want to know what were the dis- 
abilities the patient showed and what good was 
done, in addition to interpretations of the 
dynamics of the situation in psychopathological 
terms. These psychopathological preoccupations 
must I think be the reason why publications con- 
cerning the results of psychotherapy should be so 
uninformative practically. 


THE REMEDY 


To advocate a clinical approach is apt to be 
regarded as a reactionary desire to return to the 
bad old days of descriptive psychiatry before our 
subject had become “dynamic” (a word that 
deserves to be paid overtime). But clinical 
studies are essential for the solution of the clini- 
cal problems of diagnosis, prognosis and treat- 
ment. Who can doubt, for example, our ignor- 
ance of the natural history of many disease 
groups? Thus I have seen more severe obses- 
sionals in the twenties and thirties than in the 
older decades. What happens to severe obses- 
sional states as they get older? I donot know and 
experienced psychiatrist have been unable to 
tell me. 

The difficulties of clinical studies are obvious; 
but I cannot share the view that the lack of an 
objective criterion, such as may be said to ob- 
tain in traditional pathological studies, makes the 
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difficulties insuperable; and I do not believe that 
pes can be replaced by psychopathology 
or the purposes of assessment; the analogy is 
false. I hold that such questions as how does the 
patient feel, what can he do and what do others 
think of him, lend themselves to reasonably 
definite answers that can be described intel- 
ligibly. If we do not know as much as we should 
like, a considerable body of psychiatric knowl- 
edge is available. 

It should be clear that I am not arguing that 
psychiatrists know nothing and can do nothing* 
or should resemble an assembly of filleted civil 
servants with “pass to you” as our password. 
There are many potentially valuable fields of 
work in psychiatry and if I draw on illustrations 
from my own hospital, it is merely because I 
know this best. 

Owing to the widespread incidence, the ma- 
jority of psychiatric patients must necessarily be 
tackled by those who are not psychiatrists, and 
therefore the adequate instruction of medical 
students is of fundamental importance; nor must 
we forget nurses. All teaching hospitals should 
therefore have, quite apart from the urgent de- 
mands for treatment, a reasonably large out- 
patient department backed up by in-patient 
beds. The Board of Governors at St. George's 
have taken an enlightened view of psychiatry. 
We have, for example, been given facilities that 
permit us some 65 “doctor sessions” for out- 
patients weekly (45 for adults and 20 for chil- 
dren); and to show that we do believe in the 
value of psychotherapy, I find that we refer 
about 20% of our new adult cases specifically for 
this. The amount of treatment they receive, how- 
ever, varies enormously amounting from very 
few to thirty interviews or more. 

Turning to nurses, a new Sister Tutor who is 
mentally trained has just been appointed and 
we hope soon to have an affiliation scheme for 
training with a mental hospital group. We hope 
that an increasing number of our excellent 
nurses will be attracted into mental nursing, 
where the need is so great. The better instruc- 
tion of nurses has hitherto been held up by lack 
of beds, but we shall soon have some 50 in- 
patient beds instead of 28. 

As regards students, we set little store by set 
lectures, holding that the average medical stu- 
dent learns far more from lecture demonstrations 
and, above all, from taking cases himself, which 
all must now do. 

Reasonably good facilities are, however, not 
enough; the biggest practical step forward in 
the teaching of medical students would be to 
have a compulsory examination or at least one 
compulsory question in all qualifying examina- 
tions. Examinations are the only effective way of 
making the average student take a_ subject 
seriously. 


*Striking advances in treatment have been made in recent 
years, particularly in physical methods, e.g., E.C.T. and 
leucotomy. 
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Without claiming that psychiatry is the other 
half of medicine, which is absurd, the case for 
being examined on. it is overwhelming. The 
public would, I think, be astonished to learn that 
many, and probably most, doctors can still 
qualify without ever having had their knowledge 
tested on a group of disorders that fill approxi- 
mately 40% of all the beds in the country, and 
accounted for 25% of all invalidings from the 
services in the last war. Nor is the postgraduate 
situation any better. Thus in the five years 1946- 
50 inclusive, out of 136 questions set in the 


Membership only 3 were explicitly psychiatric... . 


In conclusion, when one looks at the vast fields 
that are unquestionably in the domain of psychi- 
atry, and at how much still remains to be done, 
is it necessary, is it wise and may it not be rather 
premature to look for fresh fields to conquer 
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MEDICAL ASPECTS 
Kenneth A. Evelyn, M.D. 


THE AVERAGE CASE of essential hypertension 
runs a course from onset to death of about 20 
years, but it is only during the last few years of 
this period that major cardiac, cerebral or renal 
complications are present. In many patients the 
early, uncomplicated stage of the disorder is 
entirely asymptomatic, and in those patients who 
complain of symptoms such as headache and 
nervousness there is usually little or no correla- 
tion between the height of the blood pressure 
and the severity of the symptoms. It is probable 
that most of these miscellaneous symptoms are 
manifestations of a chronic anxiety state induced 
by fear of the consequence of the disease. Much 
of this excessive anxiety is caused by the unfortu- 
nate manner in which the diagnosis of hyper- 
tension is so often made known to the patient by 
his doctor. A great deal of unnecessary misery 
could be prevented if physicians would abandon 
the practice of pronouncing a grave prognosis 
whenever very high blood pressure readings are 
obtained. It is much better to encourage the pa- 
tient to take an optimistic attitude towards his 
disease by emphasizing the favourable aspects 
of the natural history of hypertension. Most pa- 
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or to fail inP Personally, I have no yearning to 
run the world nor do I believe I could: my own 
job is quite enough for me. 

I have called this address “Psychiatry Ltd.” 
I understand that a limited liability company is 
one in which the shareholders, should the com- 
pany fail or go bankrupt, are not liable for more 
than they subscribe. The company I have in 
mind is a respectable company, a large concern 
with big responsibilities and with a great future 
before it. The shareholders are quiet, diffident, 
modest, sober men who have a real pride in 
their business. But they are vexed when others 
undermine the reputation of the firm by using 
the name to float bogus companies, with 
grandiose prospectuses, backed up by balance 
sheets that do not add up to make sense. 





tients have enough moral fibre to accept the 
very real hazards of their disease without neur- 
otic symptoms as long as they are not bombarded 
with pronouncements of impending doom. Even 
with the most sympathetic management, how- 
ever, some hypertensive patients will continue to 
manifest signs of increased nervous tension, and 
frequent small doses of phenobarbital are a tradi- 
tional and effective remedy. Sedation of this sort 
should not be expected to produce significant re- 
duction of blood pressure, but it probably tends 
to dampen down some of the transient elevations 
of pressure which are of nervous origin. 

As far as the actual control of the elevated 
blood pressure is concerned, the search for drugs 
capable of producing safe, sustained lowering of 
blood pressure continues with an occasional 
glimmer of hope but without any real success. 
The most promising of the newer hypotensive 
drugs is hexamethonium, a ganglionic blocking 
agent which produces its hypotensive action by 
blocking the transmission of vasoconstrictor im- 

ulses through the sympathetic ganglia. Un- 
ortunately, the sympathetic nervous system is 
chiefly concerned with the maintenance of the 
blood pressure level when the patient assumes 
the upright position, therefore ganglionic block- 
ing agents tend to produce serious postural hypo- 
tension even when given in doses too small to 
affect the blood pressure in the lying position. 
Another disadvantage of hexamethonium is the 
fact that it also inhibits parasympathetic activity, 
thereby producing unpleasant side-effects such as 
blurring of vision, dryness of the mouth and im- 
paired motility of the stomach, intestines and 
bladder. From the standpoint of safety the chief 
objection to the use of hexamethonium is the 
difficulty of regulating the dosage to prevent the 
occurrence of periods of extreme hypotension 
which may be very dangerous to hypertensive 
patients who also suffer from coronary or 
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cerebral arteriosclerosis, and who, therefore, 
require a fairly high blood pressure to maintain 
a satisfactory circulation through the vital 
organs. Hexamethonium can be administered 
orally or subcutaneously, but the subcutaneous 
route has not proved practicable for long periods 
of treatment, and intestinal absorption tends to 
be inadequate and unpredictable in the majority 
of cases. For all these reasons, hexamethonium 
is of very limited use in the routine treatment of 
hypertensive patients, but its striking hypotensive 
action when given subcutaneously makes it of 
distinct value for use in hospitalized patients for 
the temporary control of the extremely high 
blood pressures which may occur in hypertensive 
crises. 

Of the older drugs, thiocyanate and veratrum 
viride continue to be used fairly widely although 
their effectiveness is distinctly limited. Potassium 
thiocyanate in a dosage sufficient to maintain a 
blood level of 8 to 12 mgm. % will produce a 
significant lowering of blood pressure in about 
25% of hypertensive patients, and will reduce 
the pressure to normal in occasional cases. The 
toxic symptoms produced by thiocyanate have 
been somewhat over-emphasized by many 
authorities. Nausea and vomiting are seldom 
produced if enteric coated tablets are used, but 
some degree of lassitude is probably part of the 
pharmacological action of the drug. Thyroid 
enlargement with hypothyroidism is a rare com- 
plication of prolonged thiocyanate administra- 
tion. The more severe toxic manifestations such 
as coma and death have seldom occurred except 
when thiocyanate has been given ill-advisedly 
to patients with serious impairment of renal 
function. Although thiocyanate can be admin- 
istered quite safely if adequate precautions are 
taken, the need for regular blood tests and the 
rather limited effectiveness of the drug make it 
unsuitable for general use. The most widely 
recognized indication for the use of potassium 
thiocyanate is the presence of headache which 
cannot be controlled by other means. 

Interest in veratrum viride has been renewed 
in the last few years and many fairly well 
standardized mixtures of veratrum alkaloids have 
been made available commercially. A few pure 
preparations of individual alkaloids have also 
been used experimentally. The mechanism of 
the hypotensive action of veratrum is still not 
completely understood, but blood pressure re- 
duction of considerable degree, though of short 
duration, can undoubtedly be produced in al- 
most all patients if the drug is given intraven- 
ously. With oral administration, however, the 
reduction of blood pressure is much less certain 
and is often obtained only when the dose is 
increased to the point where unpleasant side 
effects such as epigastric burning, nausea, vomit- 
ing and bradycardia are produced. Probably less 
than 25% of patients are sufficiently sensitive to 


the hypotensive action of veratrum to obtain. 
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significant blood pressure reduction without 
toxic manifestations, and even in these patients 
there is still no proof that the ultimate course of 
the disease is favourably affected. 

Dietary management, the other mainstay of 
the medical treatment of hypertension, produces 
results which are just as disappointing as those 
of drug therapy. In most cases the objective is 
merely to reduce weight in order to decrease the 
work of the heart. This is undoubtedly a sound 
principle in the treatment of obese hyperten- 
sives, but weight reduction should seldom be 
expected to have much effect on the actual blood 
pressure level. 


In so far as significant reduction of blood 
pressure can be achieved by dietary means, most 
authorities now agree that the crucial require- 
ment is an extreme degree of reduction of the 
sodium content, for example, to 200 mgm. per 
day or less. The most carefully studied ultra-low- 
sodium diet is the rice diet of Kemper which 
consists of enough rice, fruit, fruit juice and 
sugar to provide a daily intake of 20 grams of 
protein, 5 grams of fat and 450 grams of carbo- 
hydrate for a total of 2,000 calories. There is no 
doubt that strict adherence to this diet for a 
period of several months is capable of produc- 
ing significant lowering of blood pressure as well 
as other objective signs of improvement. How- 
ever, opinion is divided as to the percentage of 
patients who show this favourable response; per- 
haps 20% would be a fair estimate. Unfortun- 
ately, very few patients can be kept on this .. 
extremely monotonous and unpalatable regimen 
for more than a few months, therefore the rice 
diet has not proved to be a practicable method 
of treatment for the great majority of cases of 
hypertension, although it is of definite value in 
the management of some of the more seriously 
ill patients. Acting on the assumption that the 
value of the rice diet depends entirely on its low 
sodium content, the Cleveland Clinic has de- 
vised a reasonably palatable diet of comparable 
sodium content, but adequate evaluation of the 
effectiveness of this type of diet has not yet been 
made. 

The recent revival of interest in low-fat low- 
cholesterol diets for the prevention of arterio- 
sclerosis has led to the use of low-fat diets in 
the treatment of hypertensive patients in whom 
much of the morbidity and mortality is due to 
the concomitant arteriosclerosis. This whole 
problem is extremely controversial, and pro- 
longed investigation will be required to evaluate 
the effectiveness of fat restriction. At the present 
time, there is insufficient evidence to justify the 
routine prescription of low-fat diets to hyper- 
tensive patients, although such a diet is probably 
justified in patients whose serum cholesterol is 
definitely elevated. In such patients the rice diet 
has the advantage of combining extreme degrees 
of restriction of salt as well as fat. 


Little need be said about the medical manage- 
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ment of the late complications of essential hyper- 
tension. Congestive failure in hypertensive pa- 
tients is treated by the same methods which are 
applicable to heart failure due to other causes. 
Nothing is known to be of more than palliative 
value in the treatment of renal failure or cere- 
brovascular accidents, but intensive treatment 
with the rice diet or with drugs such as hexa- 
methonium is often capable of achieving definite, 
though usually temporary, control of some of the 
most fulminating forms of hypertension associ- 
ated with papilloedema or hypertensive en- 
cephalopathy. Finally, it should be recognized 
that the medical management of the hyperten- 
sive patient involves a considerable measure of 
responsibility for the decision to recommend or 
to advise against one of the surgical methods of 
therapy which will be discussed by the two fol- 
lowing speakers. This task is far from easy, but 
it must not be shirked, because no form of medi- 
cal therapy can produce results comparable to 
those which are occasionally achieved by sym- 
pathectomy, nephrectomy, or removal of an 
adrenal medullary tumour. The fact that the 
total number of patients who can be treated 
successfully by these surgical measures is very 
small, does not lessen the importance of the task 
of selecting the correct patients for surgical 
therapy. 


NEUROSURGICAL ASPECTS 
W. V. Cone, M.D. 


The treatment of essential hypertension can be 
considered entirely rational only when it can be 
directed toward the ultimate cause of the dis- 
ease and not its effects alone. The etiology of 
the disease is unknown. The variability of its 
course is poorly understood. Operations on the 
sympathetic nervous system do not get at the 
cause, but may mitigate effects. Such operations 
still must come under the category of sympto- 
matic treatment measures. We of the Neuro- 
surgical Service are convinced of their value in 
carefully selected cases. We recognize that pa- 
tients subjected to operation must continue to 
have sympathetic and understanding medical 
supervision. 

There are a variety of surgical procedures com- 
monly in vogue. They vary in magnitude from 
the total sympathectomy of Grimson to perhaps 
the simplest subdiaphragmatic splanchnicectomy 
and ganglionectomy of Adson and Craig, and the 
next simplest, the supradiaphragmatic ganglion- 
ectomy and splanchnicectomy of Peet. 

The combined supra- and infra-diaphragmatic 
ganglionectomy and splanchnicectomy of Smith- 
wick has gained the widest recognition and 
seems to be of most value. Smithwick’s operation 
interrupts the sympathetic outflow to the lower 
half of the body including the adrenal glands 
and kidneys. The 9th, 10th, 11th and, 12th thor- 
acic and Ist and 2nd lumbar ganglia and a long 
segment of the splanchnic nerves from well 
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above the 9th dorsal ganglia to the celiac ganglia 
are removed. The adrenal gland and kidney can 
be readily inspected through the approach and 
an exploration for pheochromocytoma carried 
out. 

Poppen has added to Smithwick’s operation 
by removal of higher dorsal sympathetic ganglia 
to interrupt sympathetic fibres to the thoracic 
aortic plexus. Due to his technical facility neither 
the operative time or morbidity has been in- 
creased over that encountered by Smithwick. 

Here, Dr. Penfield and Dr. Elvidge have 
favoured Peet’s supradiaphragmatic operation 
for several reasons. Bilateral removal can be 
safely carried out at one sitting. The postopera- 
tive morbidity is slight in regard to postoperative 
pain. Postural alterations in blood pressure in- 
variable after radical procedures are rare. In the 
very occasional patient blood pressure drops to 
normal and stays there. Even though there may 
be little significant fall in blood pressure, sympto- 
matic improvement may be marked. 

Because of my interest in trying to obtain more 
complete denervation of the kidneys and ad- 
renals than Peet’s operation can be expected to 
provide, I have favoured a procedure as extensive 
as that advised by Smithwick. Theoretically at 
least, it provides for more complete denervation 
of the adrenals and kidneys than his operation, 
and regeneration should be prevented. It has 
consisted of avulsion of the anterior roots of the 
12th thoracic, lst and 2nd lumbar nerve roots 
from within the dura or intradural section of 
these roots, together with the removal of the 9th, 
10th and 1lth sympathetic ganglia and the 
splanchnics. A bilateral Peet’s operation can be 
carried out as the first step in the procedure, and 
laminectomy and rhizotomy as the second step. 
If laminectomy is to be avoided, the supra- 
diaphragmatic approach of Peet’s is done. 
Avulsion of the 12th thoracic and Ist and 2nd 
lumbar nerve roots is carried out in addition to 
the splanchnicectomy and sympathetic ganglion- 
ectomy. This is done in two stages. 

How sympathectomy produces its beneficial 
effect in hypertension is not known. Until we do 
know more about its mode of action the decision 
as to the type of operation must be made en- 
tirely on empirical grounds and clinical experi- 
ence. We have not done enough sympath- 
ectomies so that our series lends itself very well 
to analysis. Perhaps in the next ten years, when 
Dr. Evelyn has more chance to evaluate some 
of the things we have done from the standpoint 
of morbidity and benefit, we will have more 
information about our own procedures. 

A radical bilateral sympathectomy of the 
thoracic lumbar type does carry with it con- 
siderable morbidity. Severe postural hyptoten- 
sion results in the thoroughly denervated sub- 
jects. Syncope occurs quickly on assuming the 
erect posture and this may be troublesome for 
some time after operation. Abdominal binders 
and leg wrapping may be necessary for a time 
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postoperatively. Another morbid factor is exces- 
sive sweating in the face, arms and upper chest; 
particularly in female patients this may be 
extremely annoying. A Raynaud's disease-like 
syndrome may result in the hands and the face 
after extensive sympathectomies in the type that 
I have described. Herpetic-like pain in the de- 
sympathectomized area of the abdominal wall is 
often a very annoying complication; sometimes 
sO severe as to worry the surgeon a great deal 
and the patient extremely, interfering with sleep 
and rest. 


SUMMARY 


Sympathectomy for hypertension must be con- 
sidered to be an empirical treatment for a dis- 
ease of unknown etiology. It is an operation in 
which normal tissues are removed and in this 
sense it must be considered to be a destructive 
operation. Operation carries with it a variable 
morbidity. For these reasons and more than can 
be mentioned, the operation is on unsafe grounds 
and will, of course, be supplanted when we can 
get at the cause of the disease and correct that, 
and so prevent development of symptoms which 
sympathectomy benefits. 

However, sympathectomy does help patients. 
With the excellent anesthesia now provided by 
Dr. Pasquet and Dr. Gilbert it can be accom- 
plished with a low mortality. Continued im- 
provement of technique can reduce morbidity. 
Perhaps more general recognition by the medi- 
cal men of what we can do to help their hyper- 
tensive cases may lead to our operating on more 
patients, for we feel operation can make their 
symptomatic management easier and pay greater 
dividends to the patient than medical measures 
alone. 

Sympathectomy sometimes though rarely 
seems to have brought a cure. Not only have 
subjective symptoms cleared entirely but the 
blood pressure has returned to normal and re- 
mained normal. Almost always subjective com- 
plaints have been lessened. Objectively vision 
has improved as papilloedema has disappeared. 
Often measureable decrease in the size of the 
heart has followed operation even though the 
reduction of blood pressure is disappointing. 


UROLOGICAL ASPECTS 
A. B. Hawthorne, M.D. 


From the urologist’s viewpoint the causes of 
secondary hypertension fall in the three main 
categories, obstructive disease of the lower and 
upper urinary tract, intrinsic disease of the 
kidney itself and adrenal tumours. 

We all know that the prostatic case often 
coming in with retention has hypertension which 
is immediately relieved following the removal 
of his retention. We have seen also in certain 
cases of hydronephrosis the removal of a hydro- 
nephrotic kidney returns that patient’s hyperten-. 
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sion to normal. That was best exemplified by a 
recent case, a man in the Mounted Police re- 
signed to join the Army and was turned down 
for hypertension. He was also turned down 
when he tried to get back into the Mounted 
Police. Investigation showed that he had a 
hydronephrosis about the size of a football and 
on the removal of that hydronephrosis his blood 
pressure returned to the 120’s and has been in 
the 120’s for the last four years. 

Intrinsic disease of the kidney itself, of course, 
leaves out those bilateral conditions with which 
we are not interested from the surgical point 
of view. That leaves us mainly with the kidney 
of secondary atrophy, chronic atrophic pyelo- 
nephritis or the hypoplastic kidney with 
sclerosis. It is impossible to differentiate between 
those two—even the pathologist will not tell us 
which is which, and the idea here is that there 
is impairment of renal circulation on the Gold- 
blatt idea or the cellophane kidney, and that this 
impairment of renal function, renal ischaemia, 
brings about some pressor substance which is 
freed into the circulation. 

Now, such a kidney necessarily has to have 
a continuing circulation or the substances will 
not be carried into the blood stream. The com- 
plete infarction of the kidney will not form this 
pressor substance, but a partial infarction will 
so that diagnosis and removal of a kidney of that 
type is liable to give a good result which, how- 
ever, is usually in inverse proportion to the 
length of time that the patient has had the 
hypertension. Satisfactory results are also usually 
in younger people, although in secondary 
atrophy in older people we have had satisfactory 
results in patients who have even had attacks of 
pulmonary cedema. Removal of that kidney has 
brought the blood pressure down somewhat, the 
associated symptoms have disappeared and there 
have been no further attacks of pulmonary 
oedema, but the hypertension is still moderately 
advanced. 

We have seen it in renal tuberculosis; it has 
been noticed in perirenal cysts and occasionally 
in renal tumours. Now, it is not thought that 
there is any substance from the renal tumour 
itself that causes hypertension, but perhaps that 
it is the pressure of this tumour on the remaining 
active parenchyma of the kidney and _inter- 
ference with the circulation from that portion of 
the organ. We have also had one case with a 
satisfactory result which is a combination of a 
secondary atrophy of the kidney in addition to 
an adeno-carcinoma of the adrenal gland. Those 
were both on the same side on the same patient 
—which caused the hypertension no one can say. 

Adrenal tumours are, of course, of the medul- 
lary type and of the cortical type. The tumour 
of the medulla, the pheochromocytoma is the 
typical one causing at first paroxysmal hyper- 
tension, later to be followed by essential hyper- 
tension if it is not diagnosed early. The best 
description that I could find in the literature 
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is one by the late Dr. Donald McEachern when 
he reported a case with Dr. MacKenzie, in 1938. 
It would not be a bad idea to read that over 
because it is still quite up-to-date. At that time 
there were 20 cases in the literature; now there 
are over 200, but 10% of these are malignant or 
pheochromoblastoma. The diagnosis of a pheo- 
chromocytoma can be helped medically by the 
development of a hypertensive crisis by the injec- 
tion of histamine, and it can be counteracted by 
the injection of benzodioxide. 

Cortical tumours are the adenoma or the 
adenocarcinoma group. The symptoms here de- 
pend on the steroid excreted by that tumour, 
and while they have been classified in various 
types very few of these types are clear-cut and 
can overlap, depending on the excretion of 
androgens, oestrogens, desoxicorticosterone and 
dihydrocorticosterones. In the metabolic group 
there is often hypertension in Cushing’s syn- 
drome. 

The diagnosis of these cases depends on a 
routine investigation of the urinary tract with 
comparative renal function tests. It is necessary 
to have a kidney with an impaired function, con- 
tracted in size and a normal or even better than 
normal kidney function on the opposite side be- 
fore you can hope to get any satisfactory surgi- 
cal result. 

In the tumours, the diagnosis apart from the 
metabolic examination, examination for ketoster- 
oids and cystoscopic examination, the study of 
pyelograms either intravenous or retrograde is 
greatly aided by perirenal air insufflation. 

Perirenal air insufflation was born in 1920, be- 
came moribund, recovered slightly in 1935 with 
Cahill, nearly died the following year and is now 
being revived again by Rives. He came up with 
a very sensible idea, which somebody should 
have thought of years ago, that of injecting 
oxygen in the pre-sacral region between the 
rectum and the hollow of the sacrum. The gas 
ascends through the open end of Gerota’s fascia, 
outlines the fascia, the kidneys, the adrenals, the 
liver and the spleen. This will undoubtedly be- 
come a very popular method of examination 
because it is fool proof. There have been no 
accidents or untoward effects from this examina- 
tion. Recently, I understand, Blackwood of 
Australia, 1951, has varied the method of injec- 
tion and claims to get much superior results. 

Finally, in cases of secondary hypertension if 
we can find that there is a unilateral kidney 
lesion, or there is urinary retention which can be 
relieved, or if we can find an adrenal tumour 
then there is a hope in early not too long stand- 
ing cases of getting a satisfactory return to nor- 
mal blood pressure. 





He is not a true man of science who does not bring 
some vepeny to his studies, and expect to learn some- 
thing by behaviour as well as by application.—Thoreau. 
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CLINICAL AND 
LABORATORY NOTES 


THE GROWTH OF 
ALEUT INFANTS 


EDWIN WILDE, M.D.,* Chinle, Arizona 


THE FUNCTIONAL DEFICIENCY of vitamin B,, in 
school children and its correction by means of 
the oral administration of vitamin B,, was first 
described by Wetzel, Fargo, Smith and Helik- 
son. The effect of vitamin B,, as an essential 
nutrient had previously been described in the 
chick,? °8 the rat, ‘18 the pig,!4t°16 and the 
mouse."’. 

The growth and development of children is 
a highly complex phenomenon, the analysis of 
which has been simplified by Wetzel'* in his 
Grid for Evaluating Physical Fitness. Its applica- 
tion to Aleut children was first confirmed by 
Wilde’® and later by Garn.”° The present study 
was undertaken to determine the effect of a 
nutritional supplement (Infa-Concemin with B,, 
Activityt ) upon the growth and development of 
Aleut infants who had previously received com- 
parable nutritional supplements without added 
vitamin B,,. 

This study is unique in that the entire 
economy of the people on St. Paul Island is 
regimented and standardized. These Aleuts are 
all wards of the United States Government. As 
such they received besides housing a basic food 
issue, clothing, a variable salary, and a variable 
bonus at the end of each sealing season. The 
question of inadequacy of the food supply must 
be considered but this has been eliminated. 

These Aleuts live in standard houses of which 
there are three types all very similar. They are 
all heated by means of a kitchen range which 
is fired with wood and coal. The weekly food 
issue ranges from 3,000 to 4,000 calories per per- 
son per day. It is high in fats and carbohydrates 
but relatively low in protein. The amount of 
canned milk given is essentially as much as the 
families can consume. This food issue is sup- 
plemented by purchases at the community can- 
teen and further supplemented by hunting and 
fishing. 

The Aleuts have retained their aboriginal 
hunting and fishing rights and have the use of 
these despite any restrictions placed upon others. 
They are able to secure seal meat as they desire 
during the sealing season which lasts from the 
middle of June to the first of August. A few 
of the more diligent salt seal meat for the winter 
*Formerly Medical Officer, St. Paul Island; Associate, 


Arctic Institute of North America. 
iInfa-Concemin with B,, Activity is the trade-mark of The 
Wm. S. Merrell Company for a vitamin supplement. Each 
c.c. contains: thiamine hydrochloride 0.8 mgm., riboflavin 
0.8 mgm., niacinamide 5.0 mgm., pyridoxine hydrochloride 
0.5 mgm., rice bran extract (supplies additional B-complex 
factors), ferrous sulfate 37.5 mgm., and vitamin B 


activity 2.0 mcgm. a 
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or freeze it in the food locker. Thus, for all those 
desiring it a plentiful supply of food is available, 
but it does not follow that all foodstuffs neces- 
sarily reach the table in a palatable, edible form. 


The milder contagious diseases, such as 
chicken pox, measles, mumps, are a _ negative 
factor on the island. The common cold strikes 
when a ship arrives with someone aboard that 
has a cold. A small epidemic of colds follows 
which disappears very shortly. All of these 
above-mentioned factors are under the control 
of the medical officer, and therefore the lives of 
Aleutian infants and children are very well 
standardized. 


Prior to the test period, the same vitamin sup- 
plement without added vitamin B,, had been 
employed. The degree of control over the life, 
health, and nutrition of Aleut children is such, 
therefore,-that differences in rate of growth in 
this study can be attributed to the addition of 
the single new factor, i.e., vitamin B,,. The 
dosage of Infa-Concemin with B,, (1 c.c. per 
day) was equivalent to 2 micrograms of vita- 
min B,, per day. The response to treatment was 
studied over a seven month period. 


The subjects studied consisted of seven con- 
secutively born infants. They ranged in age from 
9 months to 15 months at the beginning of the 


TABLE I. 





DEVELOPMENTAL LEVELS?! GAINED PER MONTH 
ABOVE NORMAL 


Prior to Bz therapy During therapy 


Case (9 to 15 months) (7 months) 
eS dlrenti & Oeie ied +1.3 = 
Ne at aed eal Oe -1.0 
Ste cra crc Sade aera +1.0 + to 
Me vp St) a ce Taare: —0.66 +0.5 
he eet at eae Be Ae al -0.55 +0.6 
Wey Pa aia a vere oer th ee -0.16 +1.17 
of Sy Oe ee et —0.06 —0.14 

ROME ch ddisleseca —-0.02 +0.52 





experiment, and prior to vitamin B,, therapy the 
rate of growth was that of essentially normal 
infants.*! Table I is a compilation of the number 
of isodevelopmental levels* gained above nor- 
mal. This is based upon Wetzel’s finding that a 
normal infant should gain 6 levels per month 
from the sixth to ninth month of age, 5 levels 
per month from the ninth to twelfth month, and 

2 levels per month during the second year.”! 
Before therapy with vitamin B,,, only two of 
the seven subjects were gaining at a greater 
than standard rate and the average for the entire 
group was 0.02 levels per month below the 
standard. During administration of infa-conce- 


*The isodevelopmental level can be calculated to decimal 
places from the formula: 


a 
D=(q —b )sin +4q cos 
y oO Z a 
(Medical Physics, p, 533, Year Book Publishers, 1944.) 


CLINICAL AND LABORATORY Notes 71 


min with B,., five of the seven subjects gained 
at greater rates than the standard, and the aver- 
age was 0.52 levels per month greater than 
standard. 


Table I illustrates that even though the effect 
of nutritional supplementation with vitamin B,, 
is easier to detect in the presence of a declining 
auxodrome in the Wetzel Grid, the Grid is so 
sensitive that even in a series of infants growing 
at essentially normal rates, the stimulation of 
growth can be measured. 


More dramatic effects of oral vitamin B,, 
administration have been reported when school 
age children suffering from growth failure have 
been treated with daily doses of 10 micrograms 
of vitamin B,, by mouth.’ The present observa- 
tions, however, illustrate that the Wetzel Grid 
makes it possible to detect the growth stimulat- 
ing effect of oral vitamin B,, in doses of 2 micro- 
grams per day, evey in infants whose rate of 
growth and development had previously been 
essentially normal. 


SUMMARY AND CONCLUSIONS 


A series of seven Aleut infants were treated 
with Infa-Concemin with B,, by mouth in dos- 
age equivalent to 2 micrograms of vitamin B,, 
daily. An increase in the rate of growth was 
demonstrated by means of the Wetzel Grid. 
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EDITORIAL 


Bioop PLASMA FRACTIONS 


The eighteenth and the nineteenth centuries 
saw great advances in the understanding of the 
structure and function of the formed elements 
of the blood and of the proteins of the plasma. 
The discovery of the blood groups, by Land- 
steiner in 1900, made feasible the transfusion of 
human blood directly from one person to an- 
other. The introduction of effective anticoagu- 
lants around 1914 led to the modern blood 
banking techniques and permitted separation of 
the plasma from the cellular components. 

During the second world war, methods were 
devised for producing dried plasma, albumin, the 
globulins and other blood constituents in fairly 
stable states. Methods developed since then can 
make available some of the more labile com- 
ponents of plasma, destroyed by earlier proce- 
dures. As a result of these developments the use 
of blood and its fractions in medicine and 
surgery has greatly increased—whole blood to 
replace a deficiency of red blood cells or blood 
volume, plasma fractions to supply specific 
constituents. 

Serum albumin exerts about 80% of the col- 
loid osmotic effect of plasma. Plasma albumin is 
therefore particularly effective in conditions in 
which there has been a loss of extra-cellular fluid 
as in experimental and clinical shock. Since it 
can be taken into solution without the addition 
of salt, it is equally effective when a low serum 
albumin must be quickly repaired, as in prep- 
aration of an cedematous hypoproteinzmic pa- 
tient for surgery or in support of such patients 
during episodes of stress, infection or in the post- 
operative period. A great many studies have 
been reported on the usefulness of albumin in 
restoring the concentration and total amount of 
circulating albumin in the nephrotic syndrome 
and in cirrhosis of the liver. Agreement is still 
not unanimous as to its value. 
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Human plasma albumin, as a safe and stand- 
ardized material for producing a predictable in- 
crease in plasma volume, has been a useful tool 
to the clinical investigator. It has been utilized 
in studies of the circulation, of the hamodyna- 
mics of shock, in the control of body fluid 
volume, etc. It has helped to clarify concepts of 
the mechanism of ascites in cirrhosis of the liver 
and the primary involvement of the kidney 
rather than plasma proteins in the nephrotic 
syndrome. Recently serum albumin labelled with 
the radioactive isotope of iodine has been uti- 
lized for plasma volume measurements and as a 
tool for studying the rate of albumin turnover. 

Gamma globulin, in which almost all anti- 
bodies of the plasma are concentrated, has been 
used most extensively of all fractions. Since the 
demonstration in 1943 that it is a safe effective 
agent for the prevention or modification of 
measles, administration of gamma globulin in 
small doses to exposed susceptible children in 
order to produce a mild attack and thus acquire 
a lasting immunity has become standard prac- 
tice. Convalescent gamma globulin has been 
used in the treatment of early mumps in adults 
to diminish complications. Convalescent German 
measles gamma globulin has been used to protect 
women in early pregnancy in order to obviate 
possible congenital abnormalities in the infants. 

Stokes and his associates recently reported on 
the effectiveness of gamma globulin in infectious 
hepatitis during epidemics in three relatively well 
segregated institutions. The results confirmed 
their previous observations on the effectiveness 
of this agent in small doses. The outstanding 
finding was the duration of the protection de- 
spite continued epidemic disease among the 
control groups. They suggest that the waning 
passive immunity permitted inapparent or sub- 
clinical infections among the inoculated groups, 
resulting in active immunity superimposed on 
passive immunity. They call this passive-active 
immunity and compare it to the natural phe- 
nomenon occurring in infancy when infections 
such as measles may be mild or unrecognized 
if exposure occurs during the period when pas- 
sive immunity from the mother is waning. 

Burton recently described in children a con- 
dition specifically associated with a deficiency 
of gamma globulin, possibly on a congenital 
basis. These children show great susceptibility 
to infections and an inability to produce anti- 
bodies in response to antigenic stimuli. Protection 
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was secured by regular injections of a moderate 
dose of gamma globulin every few weeks. 

Antihemophilic globulin has been successfully 
used in patients with hemophilia who are to 
undergo surgery or dental procedures and during 
episodes of hemorrhage. Unfortunately this pro- 
tein is very unstable, blood or plasma losing 
their potency rapidly on standing. In order to 
be effective the dry protein fraction has to be 
prepared from very fresh blood. 

Fibrinogen has been used for replacement 
therapy in congenital and in acquired afibrino- 
genemia. The acquired forms may develop 
after extensive hemorrhage, particularly if asso- 
ciated with some hepatic insufficiency. It has 
also been observed after severe intra- or post- 
partum hemorrhage and in death of an erythro- 
blastic fetus in utero. Injection of large amounts 
(several grams) of the fibrinogen fraction 
promptly stopped the hemorrhage. 

Thrombin has been used as a local hzemo- 
static agent. Various absorbable sponges that 
can be left in place have been developed (fibrin 
foam, gelatin foam, etc.). Fibrin film, made from 
thrombin and fibrinogen, has been largely sup- 
planted by plastic films. 

These are but a few illustrations of the use- 
fulness of human plasma fractions. No doubt 
further explorations in this field may well lead 
to an increasing number of effective therapeutic 
agents and tools for clinical and physiological 
investigations. A.H.N. 





Editorial Comments 


RESERVATIONS FOR THE ANNUAL MEETING 


The 84th Annual Meeting of the Association 
is to be held in Winnipeg June 15-20, 1953. It is 
not too early for our members to be thinking of 
their hotel reservations for this event. The head- 
quarters hotel will be the Royal Alexandra 
Hotel, but of course it will be necessary to use 
other available space. 

A large attendance is expected, and the com- 
mittee in charge of housing is anxious that those 
planning to attend should make their reserva- 
tions as early as possible. If for any reason it 
should be found that the accommodation allotted 
cannot be taken up the committee asks particu- 
larly that it be notified of the cancellation at the 
very earliest date. The Housing Committee has 
a very difficult task on their hands and will ap- 
preciate the co-operation of members in carry- 
ing it out. 

Further details regarding reservations will 
appear in the Journal. 
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MEDICO-LEGAL 


THOUGHTS ON CHANGING 
MEDICO-LEGAL CONDITIONS 


T. L. FISHER, M.D.,* Ottawa 


For FIFTY YEARS the Canadian Medical Protec- 
tive Association has been giving medico-legal 
help to its members. It advises them how to 
avoid trouble; suggests how they may deal with 
complaints arising out of their work; provides 
them help when complaints become threats; 
guides their defence when they are faced with 
legal action. Over the years the Association has 
seen many changes in diagnostic methods and 
therapeutic results and has seen these changes, 
as they become generally known, quickly alter 
some medico-legal conditions governing medical 
practice. Present day changes and the medico- 
legal results of them form the basis of these 
thoughts. 

New medical knowledge, by allowing more 
precise diagnosis, more specific therapy and so 
the possibility of better therapeutic results, en- 
courages patients to expect more of doctors and, 
as well, increases the penalties for failure. The 
standardization of so many kinds of treatment, 
medical and surgical, and the apparent certainty 
of results have, in some ill-defned way, made 
patients more critical and doctors less self- 
critical. The result is more and different legal 
actions against doctors and a higher proportion 
of accused doctors being, and being found, 
guilty of work that by modern standards is care- 
less and poor. 

Consider the main causes of actions against 
doctors a few years ago. They often were sued 
because patients felt they had promised cures 
which they did not produce. While the new diag- 
nostic and treatment facilities were still re- 
stricted to centres of population with large hos- 
pitals doctors without ‘access to those improve- 
ments often were sued because they did not send 
their more seriously ill patients where they could 
have had the advantages of the better care. It 
took a long time, too, for doctors to learn to 
confirm, by demonstrable means and permanent 
records, the good results they obtained. Mean- 
while some of them were sued on the presump- 
tion that the neglected confirmation would have 
shown a poor result and allowed correction. 

Nowadion these things seldom land doctors 
in court. Another and more serious cause of dis- 
satisfaction is becoming common, a thing which 
is harder to defend and much more expensive 
when a defence cannot be successful. 

The commonest single complaint, the com- 
monest cause of legal action, at present, is that 
ugly thing, carelessness. Ignoring for the moment 
the few cases where the complaint is unjustified 


*Secretary-Treasurer, Canadian Medical Protective Asso- 
ciation. 
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—such cases will always occur and are not hard 
to defend—frank carelessness, the kind that can 
be neither explained nor condoned, is the com- 
plaint most often voiced and it is responsible for 
nearly all the judgments against doctors. That 
statement is true. [t seems true moreover that 
there is more carelessness, there is quicker 
recognition of it by patients and there is a 
sterner legal attitude toward it in the Courts. 
Why are these things so? 

Practice has changed. Things that might have 
been, and often were, considered unavoidable 
accidents of practice a few years ago may no 
longer be considered either unavoidable or. ac- 
cidental. For example, it is well known and uni- 
versally recognized that sponge counts should 
be done at all operations yet the Association still 
hears of hospitals where sponge counts are not 
done. Doctors who fail to know they can insist 
on such a count at their operations or who, 
knowing, fail to insist, by modern standards are 
careless. No other word describes them. If civil 
action be taken against them they invariably will 
be found guilty of carelessness. And they are. 
A careful sponge count, carefully recorded, 
would have prevented the error in all but the 
rarest cases. Sponges left in patients, unfortu- 
nately, are a common cause of action. 

Recently there has been a spate of cases where 
instruments have been left in patients. Recall 
that instruments are not soft, compressible, ab- 
sorbent substances that can be confused with 
tissues, they are hard, unyielding, readily recog- 
nizable objects which can be identified when 
seen or felt. Perhaps a change in Canadian 
operating room technique is due. The Associa- 
tion has learned from Canadian surgeons that, 
on the whole, they feel an instrument count at 
operation is not a practical, feasible procedure. 
Yet the English surgeons do it. Perhaps miniature 
x-rays of the operative area as patients leave the 
operating. room would prevent leaving both 
sponges and instruments. Or perhaps instrument 
counts should become as routine as sponge 
counts. When this Association, to which belongs 
only half the profession in the country, knows of 
two cases in one year where instruments were 
left, the conclusion is inescapable that some 
effective safeguard against the accident must be 
found—now. Even if these accidents are no more 
common than they ever were, and such an 
assumption has little support, improvements in 
procedure and technique have made them even 
more unnecessary now, so in a relative sense the 
carelessness implied when such an accident oc- 
curs now is much greater than was true ten or 
fifteen vears ago. 

Still worse is another kind of mistake of which 
there have been several examples in the past 
few years. Herniotomies have been done on the 
wrong side; toes have been amputated from the 
wrong feet, scarcely credible but true neverthe- 
less, at least two patients in widely separated 
parts of the country had unnecessary, wrong 
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operations done on them because no one checked 
their identity just before anzesthesia was begun. 

The point needs emphasis that, so far from 
being rare causes of action, these kinds of care- 
lessness are the causes of the bulk of the cases 
coming under the Association’s eye at present. 
They are therefore matters of the utmost impor- 
tance, particularly to surgeons but only less so 
to all doctors. As such cases become known it 
is not surprising that all patients appear more 
suspicious of all doctors. To maintain perspective 
about the problem it must be realized that a 
very tiny minority of doctors have been guilty 
of such carelessness, not more than 25 out of a 
profession of 13,000. But the effects on the whole 
profession of the carelessness of the few are 
serious, serious out of all proportion to the few 
men involved. This tiny minority, by their gross 
carelessness, impugns the deserved high reputa- 
tion for conscientious carefulness of the whole 
profession. 

As the result of its observation and study of 
these cases the Canadian Medical Protective 
Association feels there are two or three reasons 
for their occurrence. There seems to be a failure 
to realize the gravity of the errors. The attitude 
sometimes seems to be one of—everyone knows 
an occasional sponge or instrument is going to 
be lost now and again, so what? 

As a contributory cause of the failure to realize 
the seriousness of the errors there seems to be a 
lack of fear of the consequences of error. This 
may have its basis in an apparently unrelated 
sphere. In this day and age there is insurance 
against many, if not most, of the risks of life. 
Doctors like everyone else carry life insurance, 
they carry accident insurance, they have car 
insurance and fire insurance. Competition among 
insurance companies is keen and leads them to 
satisfy the claims against their insured in the way 
that is quickest and least bothersome to the in- 
sured. The insured knows of the claims certainly 
but, so completely do the companies take charge, 
often have little realization of their full signifi- 
cance. Responsibility is shifted to the companies, 
the whole thing is impersonal and tends to seem 
unimportant. Most doctors have membership in - 
the Canadian Medical Protective Association or 
have malpractice policies with insurance 
companies. What more natural than to expect 
the Association or the company to accept full 
responsibility for settling the malpractice claim? 
Unfortunately it cannot be done. Quick and easy 
settlement of all claims would mean unnecessary 
settlements in many cases and has to be avoided 
whenever possible. To resist the claims costs the 
doctors trouble, time, worry and money. 

There is another influencing factor that may 
be important. Specialism among doctors is in- 
creasing and for some patients the net result is 
unhappy because no one doctor is in complete 
charge. Patients more and more run from one to 
another, or to several specialists; sometimes they 
are referred from one to another; whichever be 












I =—_ “sS NS 


~~. aw ££ 


Canad. M. A. J. 
Jan. 1953, vol. 68 


the reason some problems arise which seem not 
to fall into the field of any of the specialists and 
so are not dealt with, either in diagnosis or treat- 
ment. Governing medical bodies tend to en- 
courage the trend, advising the respective 
specialists to stay within their own specialties. 
It is not uncommon to learn of patients who have 
been precisely but incompletely divided among 
specialists, so accurately and carefully divided 
that only some small part is left but, unfortu- 
nately, the one part wherein is the patient's 
trouble. There should never be such a foolish 
rigid division of responsibility and any specialist 
who adopts that attitude with patients should be 
viewed askance by his confreres. Granted his 
special skill and interest in his own sphere a 
whole patient still is his responsibility, not just 
one organ-system. 

As well as changes in medical practice the 
Association believes there is a change in the 
attitude of the Courts to these cases. This is 
necessary and proper; medical circumstances 
have changed and the law takes into considera- 
tion changing circumstances. It makes things 
more difficult for some doctors but who can say 
it should not be more difficult for them. It is only 
a few years ago that the doctrine of res ipsa 
loquitur—the thing speaks for itself-was held 
inapplicable in the prosecution of most of these 
cases. It was held that plaintiffs had to show the 
troubles arose because of some failure on the 
part of the doctor. Now, with improved tech- 
niques which make such accidents unlikely the 
onus seems shifted to the doctor. The occurrence 
of the accident makes for a strong presumption 
of carelessness and it is necessary for the doctor 
to show that trouble arose in spite of adequate 
care or even more than ordinarily adequate care. 
An almost impossible task. How can a large ab- 
dominal sponge be left in a patient if a sponge 
count was done and if a doctor insists that it be 
correct before he closes the abdomen? In a 
recent Judgment in the Supreme Court of 
Canada it was stated quite boldly that the 
presence of a sponge in a child’s throat was 
sufficient evidence that the surgeon’s work was 
poorly done, this in spite of the fact that the evi- 
dence showed two if not three searches had been 
made before it was concluded all the sponges 
had been removed.. The actual wording of the 
Judgment was:* 

“We are all of the opinion that this appeal fails. The 
appellant is a surgeon and, in the course of an operation 
for the removal of tonsils and adenoids performed by 
him on the deceased child, one or more gauze sponges 
were inserted in the naso-pharynx and one of them being 
left there at the conclusion of the operation and escap- 
ing into the windpipe caused death by suffocation. The 
appellant, on his own admission, did not know after 
completing the operation whether all of the sponges had 
been removed and the anesthetist in attendance did not 
know. Since the appellant had not used sponges with 
tapes attached, which were available, or had a count 
kept by the nurse in attendance of the number used and 


removed, it was his clear duty to make a thorough 
search following the operation to determine whether any 


*Chasney vs Anderson et al. (1950) 4 D.L.R. 223. : 
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sponge remained in the cavity. We agree with the Chief 
Justice of Manitoba and with Adamson, J. A. that the 
proper inference to be drawn from the evidence is that 
the appellant failed in the discharge of this duty and 
= the death of the child was attributable to this 
ailure. ... 


It is alarming to learn of another opinion held, 
not necessarily by the courts but by members ot 
the legal profession who comprise the courts. 
There is a feeling that, even when defendant- 
doctors actually are at fault, doctors cannot be 
found who will give evidence damaging to them 
with the result that justice is not done tor people 
who have bona fide claims against doctors. This 
opinion was stated at considerable length in an 
article in the Canadian Bar Review, May 1952, 
“Courts and Doctors” by Edson L. Haines, Q.C. 
Such an opinion, wrong as it is, if it crystallized 
and were held as fact, could be damaging be- 
yond the bounds of fairness. 

This Association very often has difficulty 
getting expert evidence that would help de- 
fendant-doctors whose defence it conducts. The 
reasons given most often by doctors who refuse 
is that little or nothing can be said for the 
defendant. The Association wonders if, quite 
often, the same reason does not exist for failure 
to get expert evidence for plaintiffs, the doctors 
can find nothing to be said for the plaintiff. 

To sum up then, these most unpleasant 
thoughts. The causes of actions against doctors 
are changing; carelessness is the commonest 
single cause of action. The carelessness is 
absolute in many cases and relative in some cases 
where advances in medical science have made 
unnecessary things that could not be avoided 
before. Failure to realize the gravity of the 
errors or lack of fear of consequences are influ- 
encing factors. Increasing specialization may 
contribute to the carelessness. There is a change 
in the attitude of the Courts to the carelessness, 
a proper change when it follows improvements 
in medical science and an alarming one as it is 
caused by doubts about the honesty of the pro- 
fession. 

If these thoughts can be considered accurate 
what can be done to improve the state of affairs? 
It is only fair to remember, first, that the doctors 
who are guilty of carelessness are very, very few 
in number; if the harm they do themselves and 
the profession is very great, and it is, they still 
constitute a tiny minority of a profession whose 
members are conscientious and careful. The state 
of affairs can be improved by so simple a thing 
that to state it is to provide almost an anticlimax. 
Doctors must exercise more care; they must 
carry continually the clear realization that any 
accident in medical practice can be a thing of 
the utmost gravity and their practices must be 
conducted in the light of this realization. If that 
alone is not stimulus enough they should keep 
in mind the fact that, because better weapons 
are in their hands and because the courts know 
these better weapons are available, the penalties 
for failure are high and are becoming higher. 
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Our Kogal Patru 


The President of our Association has received the following communication from Sir Ulick 
Alexander, Keeper of the Privy Purse, Buckingham Palace: 
“Dear Sir, 
I am commanded by The Queen to inform you that Her Majesty has been graciously 
pleased to grant her Patronage to the Canadian Medical Association. 


It will be in order for the words ‘Patron — Her Majesty The Queen’ to appear in future 
under the name of your Association on all correspondence. 


Yours truly 
(Ulick Alexander) 
Keeper of the Privy Purse.” 
Dr. Harold Orr, President, has replied as follows: 
“Dear Sir: 


| The Canadian Medical Association is delighted to learn from your esteemed favour of 
July 22, 1952 that Her Gracious Majesty Queen Elizabeth has graciously consented to grant 
her patronge to the Canadian Medical Association. 

On behalf of the entire membership of The Association may I extend through you, Sir, 
to Her Gracious Majesty our deep sense of appreciation and gratitude. 








I have the honour to be, Sir, 





Yours very truly 


i (Harold Orr, M.D.) President, 
Canadian Medical Association.” 
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Make Your Hotel Reservation 
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for Winnipeg now 
June 15 to 19. 1953 
SCHEDULE of RATES (Subicct to change) 


without notice 
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No. on Twins or No. on Twins or 

'Map]i Hotel Singles Doubles Map Hotel Singles Doubles 

20 Assiniboine, 18 Norwood, 112 Marion Street. . 4.00-6.00 
Portage & Albany....... $3.50-4.50 $5.00-6.00 | Royal Alexandra 

12 Bell, Main & Henry......... 4.00-4.50 (Headquarters Hote!)..... No rooms available 

16 Cambridge, Merriam & Pembina 3.50-4.00 7 St. Charles, 

9 Clarendon, Portage & Donald. . 4.00-4.50 21 St — Dame & Albert. ... 4.50-5.00 
Cornwall, Main & Rupert... . . 5.00 "1719 Portage Avenue... . 2.00-4.00 
Corona, Notre Dame E........ 3.50-5.00 6 St. ry 285 Smith Street... 4.00-4.50  5.00-7.00 
Curtis, Henderson Highway... 3.50 5.00-10.00 19 St. Vita 
Empire, Main & York........ 3.50-6.00 o ‘kAary* 's & Ellesmere.... 6.00 
Fort Garry, Broadway Avenue. 5.50-8.00  8.50-10.50 23 Waldorf, Keewatin & Pacific... 3.50 3.00-5.00 
Garrick, 287 Garry Street. .... 3.50-Up 11. Winnipeg, 214 Main Street... 3.00-4.00 
tek... 400 MOTELS 
Kirkfield, Parkdale & Portage. . 2.50-3.50 A Green Acres Motel, 

Leland, William & Albert..... 3.50 5.50-8.00 1800 Pembina Highway. . 7.00-12.00 
B The Highwayman Motel, 

Mall, 469 Portage........... 6.00-Up 2120 Pembina Highway 5.00-9.50 

Marlborough, Smith Street... . . 6,00-8.00 C North Main Cabins, es 

McLaren, Rupert & Main. .... 3.50-6.50 No. 1 Highway......... 5.00-6.00 7.00-8.00 


APPLICATION FOR HOTEL ACCOMMODATIONS 


BE SURE TO GIVE FOUR CHOICES OF HOTELS 


Emmet Dwyer, M.D., 

Chairman, 

Canadian Medical Association, 
Subcommittee on Housing, 
604 Medical Arts Building, 
Winnipeg, Manitoba. 


Please reserve the following: 


RR CUCRN sf itcitai's-cherth ad and acer a ee REGMON Os oad xb adele cuead tek ee 
First Choice Third Choice 
PRMIOER . d5 5 Seda Auth ar ore a eas PENNS fs a Pe ea ee oe ae 
Second Choice Fourth Choice 
arti Room(s) with bath for.....................person(s). Rate $.....to $.....per room. 
ae Combination(s) (2 rooms-bath between) for...persons. Rate $.....to $.....per room. 
Dee Room(s) without bath for...................person(s). Rate $.....to $.....per room. 
Motel accommodation for................... persons. Rate $..... per person. 
i A.M. 
ree WR a asic or hcdinei secs I, -sacesccnesedk Vl! Bo 


Note: You will receive confirmation direct from the hotel accepting the reservation when made. 
Rooms will be occupied by: (Please attach list of additional names if you do not have sufficient space here.) 


Name Street Address City Zone Province 
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CORRESPONDENCE 


ACCREDITATION OF 
GENERAL PRACTITIONERS 


To the Editor: 


It was a pleasure to read Dr. Victor Johnston’s very 
excellent article in the November issue. There can be no 
doubt that an Academy of General Practice could be of 
great value in improving the training, teaching and 
practice of general practitioners. Some discussion should 
perhaps take place at this time about the term “accredita- 
tion” and about defining the objectives of the College. 


“Accreditation” is a bit awkward to pronounce and | 
4 « * . 7? « ~? 
has an agricultural flavour. “Certification” is a term well 


understood by the public and already used by other 
organized groups in the profession. 

As to the functions of a College of General Practice, 
it is to be hoped that wide scope will be sought in the 
application for a charter. Consideration might be given 
to stating as objectives the following,— 

To further the work of general practitioners, 

To facilitate co-operation among them, 

To improve the effectiveness of general practice in the 
promotion of health, 

To increase public understanding and appreciation of 
the importance and value of general practitioner services, 

To conduct examinations for the purpose of giving 
recognition of proficiency in general practice. 


Yours sincerely, 


Milton, Ont. J. W. McCutrcHEeon 


To the Editor: . 
I have read with a great deal of interest both articles 
by Dr. Hunt and Dr. Johnston. 


I believe that the accreditation project for general 
practitioners should be carried out. F. L. Brown 





SPECIAL CORRESPONDENCE 


The London Letter 


(From our own correspondent) 


ANOTHER HospiIrAL DISPUTE 


Considerable publicity has been given recently to an 
unfortunate dispute between the South-West Regional 
Hospital Board and one of the hospitals which the 
control—the Metropolitan Ear, Nose and Throat Hospital. 
the oldest hospital of its kind in the world. Because of 
what they consider to be the “unsuitable” nature of its 
‘wonirse premises the Board has decided to transfer the 

ospital to a wing of a fever hospital in a neighbourin 
borough. The surgical staff of the hospital has proteste 
against the move on the grounds that ear, nose and throat 
patients should not be housed in a fever hospital because 
of the risk of cross-infection. At the moment, for instance, 
cases of poliomyelitis are admitted to the hospital. They 
have also complained bitterly of the fact that they were 
never adequately consulted in the matter and that the 
decision to make the move was taken without their 
knowledge. 


As a result of the publicity given to the case the 
officials of the Regional Board have met Ministry of 
Health officials to discuss the matter but, according to 
the surgical staff, they (the staff) were not invited to 
send a representative to this meeting. In a spirit of com- 
promise, of which there has so fae been regrettably 
little evidence on the part of the Board, the surgical staff 
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have stated that if the Ministry of Health could get 
reasonable assurances from the presidents of the Royal 
Colleges, and the senior officials of the London County 
Council, that there was no danger of cross-infection 


occurring to ear, nose and throat patients in a fever . 


hospital, they (the surgeons) were prepared to accede to 
the transfer. 


From the available information, there seems little 
doubt that this is one of those cases where officialdom 
has preferred coercion to persuasion. 


MANUFACTURE OF INSULIN 


In 1951 the Monopolies and Restrictive Practices 
Commission was requested by the Board of Trade to 
investigate the arrangements under which insulin was 
made in this country. All the insulin over here is made 
by four companies which collaborate under the title 
of the British Insulin Manufacturers. As, in addition, 
more than one-third of the supply comes from one of 
these firms, one of the conditions of the Monopolies Act, 
1948, is fulfilled. The Commission, however, does not 
recommend any change, finding that “the arrangements 
now made by the British Insulin Manufacturers, indi- 
vidually and collectively, for the supply of insulin 
operate and may be expected to operate in the public 
interest” and it does “not recommend that any of them 
should be discontinued”. 


The whole of the Commission’s report is a complete 
vindication of the policy followed by the insulin manu- 
facturers and they quote striking testimonials to their 
efficiency from the Ministry of Health and the Medical 
Research Council. Not only have standard and quality 
been maintained at the highest level, but the price has 
been consistently kept at the lowest possible level com- 
patible with efficiency and a reasonable return on the 
money expended. The retail price of 100 units, for 
instance, has fallen from 25s. in 1923 to ls. 544d. in 
1950. It is stated that this is the lowest price in the 
world for insulin, with the possible exception of Scandi- 
navia. 


INFLUENZA VACCINE TRIAL 


The Medical Research Council and the Ministry of 
Health are organizing trials this winter of a vaccine 
against influenza A. Two vaccines are to be used: (a) a 
vaccine selected as a result of investigations last winter, 
which is suitable to the strain most likely to cause 
influenza this winter; (b) a vaccine of the type which 
has been available for some years. The trials, which are 
due to start this month, are to be carried out on 15,000 
volunteers drawn from industry, the Services, hospital 
nursing staffs and the universities. In addition, a special 
trial is to be carried out on the Isle of Lewis in the 
Hebrides. Half of the volunteers will be inoculated with 
one vaccine and half with the other.-They will then be 
supervised for three months. 


NATIONAL SpAstTiIcs SOCIETY 


Attention has been drawn recently to the work of the 
National Spastics Society which has been set up by the 

arents of children suffering from cerebral palsy. Mem- 
Snide of the society, the president of which is Pro- 
fessor J. M. Macintosh, is confined to such parents. The 
aim of the society is to disseminate information and en- 
couragement about spastic children to parents and others. 
There are already parents’ associations in nearly fifty 
towns in England and Wales, and it is hoped to be able 
to increase the number of such local associations. It has 
been estimated that there are about 30,000 spastic 
children in the country; of these 10% are of high average 
or superior intelligence, and a further 50% are educable; 
Of the remainder, a substantial proportion would prob- 
ably benefit from the new methods of training that have 
been evolved. WiiuiaM A. R. THOMSON 


London, December, 1952. 
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OBITUARIES 


DR. H. E. BAIRD, superintendent of Regina General 
Hospital, died in hospital on November 4 following a 
heart illness of two weeks’ duration. He was 52, A 
native of New Brunswick, Dr. Baird received his early 
education there. In 1918 he graduated from Provincial 
Teachers College and in 1927 from Dalhousie Univer- 
sity in medicine. He began his medical career as a gen- 
eral practitioner and internist at Chipman, N.B. In 1940 
he enlisted in the R.C.A.M.C. and commanded several 
military hospitals in Canada, the last the Sussex Military 
Hospital, and retired in 1946 with the rank of Lieut.- 
Colonel. 

Appointed superintendent of the Regina General Hos- 
pital in 1946 Dr. Baird became a member of the 
Saskatchewan College of Physicians and Surgeons and 
served on the provincial health survey committee. Chair- 
man of a sub-committee of the Regina and _ District 
Medical Association he was also president of the Sask- 
atchewan Hospital Association and the director of the 
Canadian Hospital Council. At the last meeting of the 
American Hospital Association in Philadelphia Dr. Baird 
was elected a delegate at large to its House of Delegates, 
the only Canadian in that group. In general practice, 
army life and as superintendent of one of Canada’s best 
hospitals, Dr. Baird was always an example of true 
friendliness and showed a character and straightforward 
dealing and administrative ability that won him respect 
and friends in his many undertakings. Besides his 
widow he is survived by two children. 


DR. LOUIS JUDAH BRESLIN, chief of the Mount 
Sinai Hospital medical staff and a practising physician 
in Toronto for almost 40 years, died suddenly om October 
31. He was born in Russia and graduated from the 
University of Toronto in 1914. He did postgraduate 
work at Johns Hopkins Hospital and Bellevue Hospital, 
New York. He was a Fellow of the College of Physicians 
and Surgeons of Canada. He leaves one son. 


DR. DAVID WESLEY CLARK a general practitioner in 
Peterborough, Ont. for 30 years, died in hospital on 
October 25 after a sudden heart attack. He was in his 
74th year. Born in Ballyduff, in Manvers Township, he 
graduated from Ottawa Normal School. Before studying 
medicine he taught school for some time. In 1909 Dr. 
Clark graduated from the University of Toronto and 
the first years of his practice were at Bowmanville. For 
12 years he was a country doctor in Pontypool district. 
In 1922 he came to Peterborough where he continued 
as a general practitioner. He leaves his widow and 
three sons, one of them Dr. Ralph Clark of Peterborough. 


DR. JACK CHARLES CREASY, aged 32, died suddenly 
at his home in Winnipeg on November 6. Born in 
Sydney, Manitoba, he served in the war from 1940 to 
1941, then began the study of medicine, graduating in 
1945 from the University of Manitoba. He practised 
at Tisdale, Sask. for seven years until May this year, 
when he returned to the Winnepeg General Hospital to 
complete requirements for writing’ for the Fellowship of 
the Royal College of Surgeons. He was president of the 
Canadian Legion at Tisdale, member of the Masonic 
order, medical health officer and staff member of St. 
Therese Hospital. Surviving him are his wife and two 
young children. 


DR. KARL DRUCKMAN, Montreal physician, died sud- 
dently on November 16, at the age of 56. Born in 
Austria, Dr. Druckman came to Canada just before the 
outbreak of the First World War and entered McGill 
University. He received his arts degree in 1917, and his 
degree in medicine in 1922. He became widely known 
in general practice here and served on the staff of. the 
Jewish General Hospital. He is survived by his widow 
and two sons, Dr. Ralph and Leonard Druckman. 


~ 
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DR. JAMES W. DUNCAN, well-known Montreal ob- 
stetrician and gynecologist, died on October 24 at the 
Royal Victoria Hospital following a short illness. He 
was 74. A native of Montreal, he was educated at Mon- 
treal High School and McGill University, graduating in 
1901. He practised privately until 1907, specializing in 
obstetrics and gynecology, and then joined the staft 
of the Montreal Maternity Hospital. When the hospital 
amalgamated with the Royal Victoria Hospital in 1926, 
he became Chief of Service, retiring from that post in 
1944. For many years, Dr. Duncan was a member of the 
medical teaching staff at McGill University. He was a 
member of the American Gynecological Society and 
Travel Club, the Montreal Obstetrical Society and the 
Montreal Medical and Chirurgical Society. He is sur- 
vived by his widow and one son. 


LE DR ROSAIRE FRIGON est décédé recemment a 
lage de 75 ans. Il naquit le 3 janvier 1877 a Saint- 
Prosper, comté de Champlain. II fit ses études seccondai- 
res aux colléges de Montréal et de l’Assomption. Aprés 
ses études médicales 4 l'Université de Montréal, il fut 
admis 4 la pratique de la médecine en 1902. Le Dr. 
Frigon commenga la pratique de la médecine a Saint- 
Casimir, comté de Portneuf, puis 4 Montréal. II s’installa 
définitivement 4 Shawinigan en 1912. Il fut président du 
Bureau médical de lhépital Sainte-Thérése, et président 
de la Commission scolaire durant plusieurs termes. Le 
défunt laisse dans le deuil quatre fils et trois filles. 


DR. WILFRID T. (Biff) GRATTON, aged 53, of 
Toronto, died on November 19 of a coronary thrombosis 
while attending the Hamilton-Toronto football game at 
Varsity Stadium. Dr. Gratton had been an eye specialist 
for 25 years and was on the staff of the Toronto Western 
Hospital. Born in Kingston, he attended Regiopolis Col- 
lege and Kingston Collegiate Institute. He graduated 
from oe University, where he received his degree 
in medicine. Later he spent several years in the United 
States, where he spent some time with the Wills Eye 
Hospital, Philadelphia, as house surgeon. In 1927 he 
estatialed a practice in Toronto and was a lecturer at 
the Ontario College of Optometry. He was with the 
R.C.A.F. in the First World War. He leaves two 
daughters. 


DR. ALFRED CLAYTON GREENAWAY, aged 66, who 
had been practising in Rocky Mountain House, Allta., 
for 21 years died in the Red Deer Hospital following a 
heart attack on October 3. Born in Lindsay, Ontario, 
Dr. Greenaway taught school in vacations while attending 
Toronto University, from which he graduated in 1913. 
He came west that year and practised in Lethbridge, 
Raymond, Killam <ak Mountain Park before coming to 
Rocky Mountain House in 1931. Roads were bad then, 
settlers far apart, but he never refused a call, though 
many times he had to walk part or all the way. His 
widow survives him. Also surviving are three sons and 
a daughter. 


DR. JOHN GLANVILLE JOSE of St. Marys, Ont., died 
on October 25 in London, Ont., after suffering a heart 
attack at the Western-McGill football game. He was 
50 years old. As a soldier, Dr. Jose’s career included 
medical officer of the Perth Regiment, overseas in 1941 
with the regiment, the 5th Armored Division, and _ sec- 
ond in command of the 24th Field Ambulance. Follow- 
ing the invasion, he served as medical officer with the 
armored formations, ending up with the rank of 
lieutenant-colonel in command of medical services of 
the 2nd Armored Brigade. In 1945 he was made a mem- 
ber of the Order of the British Empire. 

Dr. Jose served his community in many ways. He 
was a former member of St. Marys Town Council, and 
was one-time mayor of the town. He was born at Fox- 
boro. Early education was received in Kirkton and St. 
Marys High School. He entered the University of 
Western Ontario, graduated with a B.Sc. in 1922, three 
years later in medicine and established his practice in 
St. Marys. He is survived by his widow, and one son. 
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DR. ANDREW LOWRIE, pioneer Marpole, B.C. doctor, 
died on October 15. Dr. Lowrie, aged 65, had been ill 
for several years. Born in Tillsonburg, Ont., he graduated 
from the University of Toronto in 1910 and came to 
Marpole in 1912. During the First World War he served 
with the Canadian Army Medical Corps. Later, he served 
as school doctor in Richmond and for a time, as super- 
intendent of The Marpole Infirmary. He retired in 1948. 
Surviving are his widow, one daughter and three sons. 


DR. ARTHUR GEORGE MORPHY, died November 8. 
He was 87. Born in London, Ont., 1865, he obtained his 
B.A. degree from the University of Toronto and gradu- 
ated from the School of Medicine at McGill University 
in 1891. He practised in Lachine until 1914. He then 
moved to Montreal where he set up practice until his 
retirement in 1945. He was one of the founders of the 
Lovatt Hall Sanatorium in Lancaster, Ont., in 1928, 
and organized the Montreal School for Epileptics. He 
was a veteran of the second Riel Rebellion, serving with 
the Queen’s Own Rifles of Toronto. He was a member 
of the University Club and the St. James Literary Society. 
He is survived by his widow, a son and two daughters. 


DR. ORTON JAMES NEWELL, aged 70, of Hamilton, 
Ont., died at St. Joseph’s Hospital on November 17. 
An honorary life member of the Hamilton Academy of 
Medicine, Dr. Newell was a former medical officer for 
Barton Township, former member of board of governors 
of Hamilton General Hospital, former member of board 
of governors of the Ontario Hospital, and coroner for 
the City of Hamilton. Dr. Newell was born at Aylmer. 
He graduated in medicine from University of Toronto 
in 1907. After graduation, he set up his practice in 
Jarvis, but moved to Hamilton in 1919. He practiced 
until his retirement in 1948 because of poor health. He 
leaves his widow, two sons, Dr. James E. of Hamilton, 
and Dr. Alan of Toronto and one daughter. 


DR. THOMSON HUGH NORMAN, medical practitioner 
in West Toronto for 45 years, died on November 11 at 
the Toronto Western Hospital after a prolonged illness. 
Born near Schomberg, he received his earlier education 
at Woodstock College. He graduated in arts from Mc- 
Master University and in medicine from the University 
of Toronto. Dr. Norman established a practice in 
Toronto Junction in 1907 and was on the associate staff 
of the Toronto Western Hospital. He was a life member 
of the Academy of Medicine. He leaves his widow; two 
daughters, and a son, Dr. H. R. C. Norman, of Toronto. 


DR. LORNE FORBES ROBERTSON, aged 76, veteran 
Stratford, Ont., physician and surgeon, died on October 
27. He had been in ill health for some years. He re- 
tired from active practise in 1947. Dr. Lorne—as he was 
known to hundreds of people in Western Ontario—was 
a colourful figure in his day serving as part-time coach 
of a senior hockey team in Stratford, president of the 
team and president of now defunct Northern Ontario 
Hockey League. He was born in Stratford in 1876. His 
father was the late Dr. J. A. Robertson. Dr. Lorne 
Robertson took his B.A. degree at University of Toronto; 
his M.D. C.M. degree at McGill University and then 
went to Britain, and the United States for postgraduate 
work. He received an L.R.C.P. at London, Eng.; 
M.R.C.S. of England; F.R.C.S., Edinburgh; F.A.C.S.. 
United States; and a specialist in surgery in the Royal 
College of Physicians and Surgeons of Canada. 


DR. ORLAND P. SULLIVAN, aged 56, a physician in 
Toronto for 30 years, died on November 19 at St. 
Michael’s Hospital following a heart attack. For many 
years Dr. Sullivan had served as medical examiner for 
the CNE world championship swim. Born in Orillia, 
where he attended the collegiate, he was a graduate in 
arts from St. Michael’s College. In 1922 he graduated 
in medicine from University of Toronto and, interned in 
St. Michael’s Hospital. He established a practice and 
was on the staff of St. Michael’s Hospital. He leaves his 
widow, two sons and two daughters. 
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ABSTRACTS from current literature 


MEDICINE 


Pulmonary Aspergillosis Following Post- 
Influenzal Bronchopneumonia Treated with 
Antibiotics. 


Assott, J. D., FERNANDO, H. V. J., GuURLING, 
K. AND MeEape, B. W.: Brir. M. J., 1: 523, 
1952. 


It is well known that fungus infections are associated 
with antibiotic therapy, and this is a report on a fatal 
case of pulmonary aspergillosis following antibiotic 
therapy. Primary pulmonary aspergillosis is common in 
France and the United States, in those who are in con- 
tact with fungus-contaminated grain. The disease has 
3 types of clinical manifestations: the bronchitic; the 
acute bronchopneumonic; and the chronic § granulo- 
matous. It may occur as a secondary infection with 
other lung diseases, notably tuberculosis. The case re- 
ported is that of a middle-aged housewife treated for 
post-influenzal bronchopneumonia and toxic purpura 
typical of a “sedormid” eruption. Penicillin for 5 days 
did not change the pyrexia and was replaced with 
chloramphenicol, after 5 days pleuritic pain developed 
and the scanty sputum increased and became_blood- 
streaked, and streptomycin was added to the therapy. 
Culture of the sputum revealed C. albicans. Death oc- 
curred 16 days after admission. Autopsy revealed cede- 
matous lungs, with areas of infarction and hemorrhage, 
also there was a 5 cm. cavity in the apex of the left 
upper lobe, this was lined with a white mycelium, and 
on culture this was found to be aspergillus. There are 
numerous reports on cases treated with antibiotics as- 
sociated with the frequency of fungal flora in the oral 
cavity, and with a disappearance of the normal bacterial 
flora. Of particular interest is 3 cases of mycotic endo- 
carditis, 2 of which were due to aspergillus infection 
following antibiotic therapy. Penicillin, chloramphenicol, 
and aureomycin predispose a damaged lung to infection 
with Aspergillus fumigatus and the terminal condition of 
the case reported was due to the fungus rather than the 
pathogenic bacteria. With increasing use of antibiotics 
similar cases may be seen more often in the future. 


J. A. Stewart DorrRANCE 


Half-Century of Amino Acid Investigations. 


Roser, W. C.: CHemM. AND ENG. News, 30: 2385, 
1952. 


Originally, differences which exist in the composition of 
various proteins directed attention to the nutritional 
role of individual amino acids. 


Proteins in experimental diets were replaced by mix- 
tures of highly purified amino acids. At first, such diets 
containing all of the amino acids then known to be 
present in proteins, proved inadequate to meet the needs 
of growing animals. Young rats on these rations lost 
weight very rapidly at first, and then declined slowly, 
until death resulted unless a source of protein was intro- 
duced into the food. From this it was concluded that 
proteins contained at least one other essential component 
than the amino acids then recognized. This led eventu- 
ally to the discovery of a new amino acid, threonine, 
the addition of which rendered the mixture of the pre- 
viously known amino acids into a satisfactory ration 
capable of supporting excellent growth in experimental 
animals. 


It was thus found that the following ten amino acids 
are essential dietary components for the growing rat: 
valine, leucine, isoleucine, threonine, methionine, 
phenylalanine, tryptophan, lysine, histidine, and argi- 
nine. The exclusion of any one of these, other than 
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arginine, leads to nutritive failure, loss in weight, dimin- 
ished appetite and eventual death 

The ultimate objective of establishing the amino acid 
requirements of human subjects was subsequently 
studied. Investigations in the human species, inaugurated 
in 1947, were completed this spring. Data are now suffi- 
ciently numerous and consistent to warrant definite 
conclusions. 

L-Tryptophan, L-Phenylalanine, L-Lysine, L-Threo- 
nine, L-Valine, L-Methionine, L-Leucine and L-Isoleu- 
cine are necessary constituents of the diet of man. The 
exclusion of any of these from the food was followed 
by a pronounced negative nitrogen balance, failure in 
appetite, the sensation of extreme fatigue and a marked 
increase in nervous irritability. These symptoms were 
observed even when the subjects were unaware that a 
dietary alteration had been made. With the return of 
the missing amino acid, nitrogen equilibrium was, re- 
— promptly, and subjective symptoms disap- 
peared. 

Histidine, which is indispensable for the rat, and 
arginine, which is necessary for maximum growth, are 
not required for the maintenance of nitrogen equilibrium 
in normal human adults. The finding that histidine is 
unessential, is remarkable, for this amino acid is an 
essential component of the food of all other species thus 
far tested. 

After establishing the qualitative amino acid require- 
ments of man, attention was directed to quantitative 
studies in order to find out the smallest amount of each 
of the eight essential amino acids which would suffice 
to maintain nitrogen balance. Experiments carried out 
during the past five years led to the establishment of 
“recommended daily intakes” for each amino acid. 

A survey of the amounts and kinds of food purchased 
by different economic groups in the United States in- 
dicates that even the lowest income group consumes 
enough of the eight essential amino “an to exceed the 
recommended intakes by factors of 1.4 to 3. The possi- 
bility that any American would experience an amino 
acid deficiency is therefore very remote, unless he be- 
longs to one of the numerous groups of dietary faddists. 

; B. L. FRANK 


SURGERY 


The Significance of the Level of the Peritoneal 
Reflection in the Surgery of Rectal Cancer. 


Ewrinc, M. R.: Brir. J. Surc., 39: 495, 1952. 


After a critical discussion of the usual methods of 
describing the rectum and especially of the term “recto- 
sigmoid”, a plea is made that the peritoneal reflection 
is an important landmark embryologically, morphologi- 
cally and perhaps functionally. Measurements with re- 
lation to distance from the anus, bony points, mucous 
membrane changes and valves vary too greatly depend- 
ing on the position of the subject, the interpretation of 
the surgeon and especially vary between the living 
functioning and the resected specimen. Evidence is 
quoted, to show that the lymphatic drainage below the 
peritoneal reflection is laterally and downward as well 
as upward. There is also evidence that the prognosis 
following resection of the tumour is much less favour- 
able when it is outside the peritoneal cavity and that 
the widest possible resection should be attempted in 
such cases. Burns PLEWES 


The Benzidine Test for Occult Blood in Fzxces. 


NEEDHAM, C. D. AND Simpson, R. G.: Quart. 
J. Mep., 21: April, 1952. 


Testing of stool specimens for the presence of occult 
blood is of great diagnostic value. The benzidine test is 
the one most generally employed and, in its usual form, 
is too sensitive for clinical use since too many false- 
positive reactions occur in healthy people. The sensi- 
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tivity of the test depends on the concentration of benzi- 
dine in the test solution, and for general clinical use 
the most satisfactory method is that advocated first by 
Gregersen (1919). A powder containing one part benzi- 
dine to four parts barium peroxide is made up in 50% 
acetic acid, yielding a 0.5% solution of benzidine, which 
is applied direct to fecal material placed on white filter 
paper. A blue colour is obtained with the presence of 
occult blood up to approximately 0.2% (1:500) of blood 
in the feces. 

The author reports the results of careful clinical 
testing of patients with the unmodified benzidine test 
and the Gregersen modification. The only common food 
that led to false positive benzidine reactions on stool 
specimens was liver. Iron medication did not give rise 
to positive tests. The modified Gregersen test is con- 
sidered superior because of its standardized concentra- 
tion of benzidine, nicely balanced sensitivity, ready 
availability and cleanliness. Individual powders of benzi- 
dine hydrochloride 25 mgm. and barium peroxide 200 
mgm. will retain their potency for over a year in wax 
paper. All that is necessary to carry out the test is to 
dissolve a powder in 5 ml. of glacial acetic acid in a 
clean test tube, and a little of this solution is poured 
over a fecal smear on filter paper. 


NorRMAN S. SKINNER 


OBSTETRICS AND GYNA®COLOGY 


An Analysis of the Adolescent Obstetric 
Patient. 


HAcKLER, E. M., Epperson, J. W. W., PRIDDLE, 
H. D. anp LoncyeEar, H. W.: Am. J. OBsrt. 
AND GyNEC., 64: 644. 


An analysis of 490 pregnant adolescent patients who 
were dived on the obstetric service of the Herman 
Kiefer Hospital from January 1, 1949 to December 31, 
1951 is presented. During this period a total of 9,941 
deliveries occurred. There were no maternal deaths in 
this series and the morbidity rate was 3.6%. 

The patients of this group ‘differ only slightly from 
their “older sisters” as to complications during pregnancy, 
labour, delivery and the puerperium. The major differ- 
ence is an increased incidence of toxzemia, increase in the 
incidence of prolonged labours, and an increased fre- 
quency of the prenatal diagnosis of encephalopelvic dis- 
proportion. 

Operative interference due to cephalopelvic dispro- 
portion has not been more frequent and thus the inherent 
fear of difficult delivery per vaginam is not substantiated. 

The incidences of stillbirths and fetal abnormalities are 
significantly lower than average in the adolescent ob- 
stetric patient. Ross MITCHELL 


Progesterone and Vitamin K for the Prevention 
of Erythroblastosis Fetalis. 


Guisson, C. S., TEATE, H. L. aANp Smiru, A. 
A.: Am. J. Osst. AND GyNeEc., 64: 498. 


A series of 24 Rh-negative women with positive anti- 
bodies in albumin diluent were treated with anhydro- 
hydroxy-progesterone (Pranone) and vitamin K (Hyki- 
none). 128 untreated patients of similar nature are pre- 
sented as controls. There was no statistical improvement 
of the sensitized cases under therapy. 159 women from 
Rh-incompatible matings were given progesterone and 
vitamin K prophylactically with no case of sensitization. 
Four of these had had positive titres in preceding preg- 
nancies. 

Prior to current sensitization the use of anhydro- 
hydroxy-progesterone and vitamin K ee to have 
effect upon the prevention or control of erythroblastosis 


fetalis in this series and warrants study in a larger group 
Ross MITCHELL 
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Endoscopy in Gynecology. 


MacFapyeEN, B. V., REISHTEIN, W. A. AND 
KANNAPEL, A. R.: AM. J. Ospst. AND GYNEC., 
64: 319, 1952. 


The report is an analysis of 191 cases in which endo- 
scopy was employed to establish the correct diagnosis 
when symptoms and findings did not unequivocally 
warrant abdominal surgery. In 87% of all cases studied 
the diagnosis was established. In 13% failure to enter 
the peritoneal cavity or inadequate visualization made 
positive diagnosis impossible. 

-The method has proved particularly valuable in the 
rapid identification of ectopic pregnancy, chronic bi- 
lateral salpingitis, endometriosis, adnexal neoplasms and 
pelvic pathology associated with anxiety states. It would 
appear to be of value in the determination of female 
factors contributing to fertility. 

The incidence of serious complications in culdoscopy 
was 6.8%. The complications were not sufficient in 
number or extent to preclude the use of the instrument 
in the manner or under the conditions described. There 
were no complications following peritoneoscopy. 

Ross MircHELL 


An Evaluation of Intravenous Pituitrin. 


Lupin, S., WALTMAN, R., TIspALL, L. AND 
Reynotps, S. R. M.: Am. J. OBst. aND GYNEC., 
64: 248, 1952. 


It must be stressed over and over again that pituitrin by 
intravenous drip is not advocated for general use of un- 
trained individuals. It is only for trained and experi- 
enced obstetrical specialists that the horizon has broad- 
ened. This agent is not a panacea for all obstetrical diffi- 
culties in labour but another invaluable and controllable 
agent which serves to decrease operative deliveries, still- 
births, neonatal deaths and maternal morbidity in indi- 
cated cases. However if its effectiveness is not evident 
quite clearly and distinctly after a few hours, another 
method of delivery should be promptly instituted. Per- 
sistence in its administration may lead to disaster and 
result in an unjust condemnation of the agent which 
was improperly employed. Ross MITCHELL 


PAXDIATRICS 


Hepatic Dysfunction in Infectious Mono- 
nucleosis in Children. 


Hsia, D. H. Y. AND GELLIs, S. S.: Am. J. Dis. 
Cuiip., 84: 175, 1952. 


Jaundice develops in about 7.5% of patients with infec- 
tious mononucleosis; the lesions of the liver are similar 
to those of viral hepatitis. In a study of 67 children 
with presumptive infectious mononucleosis 84% of the 
patients with a heterophile titre of 1:56 or higher 
showed positive results in liver function tests. The chil- 
dren were divided into 3 groups. Group I of 26 chil- 
dren had a heterophile titre of 1:56 or higher and all 
7 liver function tests performed were positive for liver 
dysfunction. Twenty of the 26 patients (77%) had posi- 
tive hematological evidence of infectious mononucleosis, 
23 of the 26 patients (89%) had hepatomegaly and 18 
(69%) had splenomegaly. In all 26 patients one or more 
of the liver function tests (flocculation) were positive; 
all 4 tests were positive in 13 (50%). Group II of 5 
patients had a high heterophile titre and clinical evi- 
dence of infectious mononucleosis but did not show 
definitely positive results of liver dysfunction. Group III 
of 31 patients had presumptive diagnoses of infectious 
mononucleosis but the heterophile tests and hematologic 
studies were negative and the diagnoses wefe discarded. 
In all these cases the liver function tests were negative. 
Twelve of the patients of groups I and II had been ®* 
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followed for 742 months to 2% years, four of these chil- 
dren still show positive flocculation tests, all are clini- 
cally well. None show lymphadenopathy, hepatospleno- 
megaly, nor has any had relapse or jaundice following 
the acute episode of the disease. 


J. A. Stewart. DORRANCE 


Factors Influencing Lactation: Part II. 
Prematurity and Abnormal Labour. 


Mitter, R. A.: ArcH. Dis. CHILpHOoD, 27: 
195, 1952. 


Investigations have been made on women who were 
delivered of live born infants in hospital to determine 
both the incidence of breast-feeding, partial breast-feed- 
ing, and artificial feeding in the second week of the 
puerperium and the duration of breast-feeding. The re- 
sults of the investigation on the type of infant feeding 
in the second week of the puerperium showed that 
women with premature infants, and those who had 
uterine inertia, mid-cavity forceps deliveries of Caesarean 
section were less successful in entirely breast-feeding 
their infants than other women. It was estimated that in 
4% of all mothers failure to lactate satisfactory was 
associated with prematurity, while in considerably less 
than 1% of all mothers failure to lactate satisfactorily was 
associated with uterine inertia, forceps deliveries of 
Cesarean section. Possible causes of the apparent im- 
pairment in lactation were quoted. 


The conclusion drawn from the follow-up of women 
from the third week to the sixth month after their infants 
were born was that the percentage of women who pre- 
maturely weaned their . infants bios that period was 
not influenced by the mother having premature infants, 
uterine inertia, forceps deliveries, or Caesarean section. 


J. A. Stewart DorRANCE 


Factors influencing Lactation: Part III. 
Abnormalities of the Breast. 


Minter, R. A.: Arco. Dis. CuHtLpHoop, 27: 
200, 1952. 


The influence of fissured nipples, excessive breast en- 
gorgement and mastitis upon the course of lactation in 
women who had their confinements in hospital has been 
investigated. The incidence of breast-feeding in the 
second week of the puerperium and the duration of 
lactation was determined. The results of these observa- 
tions showed that women with fissured nipples were 
less successful in establishing lactation than other 
women. The women who developed fissured nipples 
after the fifth day of lactation more frequently hor aiff 
culty in breast-feeding than those who had fissured 
nipples before that time. After leaving hospital the 
course of lactation in women who developed fissured 
nipples after the fifth day of the puerperium was less 
satisfactory than that of normal women or even of 
women who developed fissured nipples in the earliest 
days of lactation. 


Women with excessive breast engorgement had greater 
difficulty in establishing and maintaining lactation than 
a control group of women. Mastitis reduced a woman’s 
chances of entirely breast-feeding her infant in the 
second week of puerperium. The course of lactation 
after that period was as satisfactory as that in women 
who had no history of mastitis. The greater success in 
breast-feeding amongst the present series of women with 
mastitis compared with that of older series was attributed 
to the introduction of antibiotics in the treatment of 
the condition. Fissured nipples breast engorgement, or 
mastitis accounted for a very small proportion of women 
failing to breast feed their infants satisfactorily. 


J. A. Stewart DorrANCE 
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DERMATOLOGY 


The Management of Acne Vulgaris. 


Day, R. L. anp ANDERSON, N. P.: Post-Grap. 
MEp., 12: 34, 1952. 


The successful management of acne vulgaris during 
adolescence is of the greatest importance in the preven- 
tion of both cosmetic and psychic scars. The history is 
of very great importance and should be intensely de- 
tailed. The physical examination should be from head to 
toe excluding or omitting nothing. Laboratory tests 
should confirm or rule out any findings from the history 
or physical examination, routinely in acneiform eruptions 
a blood sugar determination should be done—an abso- 
lute necessity—as well as circulating and urinary gonadal 
hormones. The co-operation of the patient is usually 
very great and individualizing therapy may be the only 
curative treatment. Local therapy insta cleansing, 
most soaps will suffice, although the astringent effect is 
increased by the addition of sulphur, following this cos- 
metic lotions containing sulphur and resorcin or salicylic 
acid may be applied. Ointments and oily preparations 
should be strictly avoided, this applies to hair lotions 
also. Dietary recommendations are numerous, low carbo- 
hydrate and low fat diets are to be avoided as they may 
lead to undue loss of weight with no change in the 
condition. Chocolate and rich spicy foods should be 
minimized. Endocrine measures have been disappointing. 
Acne occurs when the sex glands are maturing and there 
may be aberrations in the blood hormone levels—the 
androgens are greater than the oestrogens. Indications for 
female hormones in acne are: (1) accurate history of 
menstrual exacerbations; (2) females under 18 years of 
age with obvious masculine secondary sex character- 
istics, and (3) male or female with severe or intractable 
acne. Caution should be exercised particularly in girls. 
Vitamin A may be given to increase dermal epithelializa- 
tion, particularly after the extraction of comedones. Emo- 
tional stability may be induced by reassurance and cos- 
metic creams to cover -the lesions. The family physician 
must be cognizant of the mental as well as the physical 
aspects of his patient with acne. 


J. A. Stewart DorraANCE 


THERAPEUTICS 


The Use of ACTH in the Management of 
Generalized Peritonitis. 
Botinc, L. et al.: J. Cxiin. ENpocrino.. 
METABOL., 12: 184, 1952. 


In the belief that chemotherapy combined with ACTH- 
cortisone therapy in patients with generalized peritonitis 
might result in complete control of toxicity and hence 
permit early operation and rapid convalescence, 
authors treated six patients with antibiotics and ACTH 
or cortisone. 


Four cases had peritonitis following a ruptured appen- 
dix, one had bile peritonitis as the result of rupture 
of a distended gallbladder, and one had very severe 
nelvic inflarnmatory disease. While the use of anti- 
iotics alone has greatly improved the outlook in peri- 
tonitis, the results of this study show that combined 
therapy with ACTH or cortisone leads to an immediate 
reduction or disappearance of all signs of toxicity. 


It is thought that the use of ACTH or cortisone in 
conjunction with chemotherapy may be’ of significant 
value in the preoperative and postoperative management 
of patients with generalized peritonitis. It must be em- 
phasized, however, that ACTH and cortisone may com- 
pletely mask advanced, or advancing, pathologic condi- 
tions; it must also be remembered these agents do not 
inhibit the growth of pathogenic organisms. 


B. L. FRAN® 
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Single Massive Dose of Vitamin By IN 
Untreated Pernicious Anzemia. 


WALKER, W. AND Hunter, R. B.: Brir. M. J., 
2: 593, 1952. 


In a series of 15 patients with untreated pernicious 
anzemia the intramuscular injection of 1 mgm. of crystal- 
line vitamin By caused remarkable improvement in every 
patient, manifested by changes in the bone marrow, the 
circulating blood and in the general clinical condition, 
for a period of 128 days to 358 days. There was one 
case with hepatic insufficiency, in which a relapse oc- 
curred after 81 days. 

With one exception, none of the patients showed any 
evidence of subacute combined degeneration, either in- 
itially or while under observation, after one injection of 
1 mgm. vitamin By». The exception was a patient, who 
had to be given further injections at the end of six 
weeks because of neurological relapse. One other pa- 
tient developed slight parzesthesize while under observa- 
tion, at a time when the blood showed evidence of relapse 
eight months after the injection. The symptoms disap- 
peared after a second injection and did not return within 
49 weeks. B. L. FRANK 


The Treatment of Pulmonary Tuberculosis 
with Isoniazid. 


AN INTERIM REPORT TO THE MEDICAL RE- 
SEARCH COUNCIL BY THEIR ‘TUBERCULOSIS 
CHEMOTHERAPY TRIALS COMMITTEE: Brit. M. 
J., 2: 735, 1952. 


Thanks to experience acquired in a previous series of 
controlled trials of chemotherapy in tuberculosis it was 
possible to organize the present trial rapidly. 331 patients 
with various forms~of pulmonary tuberculosis were 
studied; 173 were treated with isoniazid in a dosage of 
200 mgm. daily, and 158 with streptomycin, 1 gram 
daily, plus P.A.S:, 20 grams daily. i 

Of the 173 patients. considered in this analysis, 107 
were reported to have no toxic manifestations throughout 
the three-months period of treatment with isoniazid. 
Drowsiness was reported in thirteen patients (8%). The 
deep reflexes were increased at some time during the 
treatment in 23 patients (13%). Tremor of the limbs 
was reported in 21 cases (12%). Twitching of the legs 
was reported in 2 cases. Disturbances of micturition oc- 
curred in 3 cases. There were four cases of “nervous” 
reaction. Nine cases complained of constipation, but in 
no case was it severe or of long duration. Transient flush- 
ing of the face was reported in three cases. Seven pa- 
tients coughed up blood,—one in the first month, four in 
the second, and two in the third. Two of them had frank 
hzmoptysis, one of them severe. Skin disorders occurred 
in four cases. One patient, after a week of epigastric 
pain and vomiting, became slightly jaundiced two months 
after starting treatment. In summary, it may be said that 
isoniazid has shown little toxicity in the dosage used over 
a three-months period. 

At the end of three months, there was a greater 
degree of improvement in the general condition of the 
patients on isoniazid than in the ‘other patients treated 
with streptomycin and P.A.S., but the Slaenee were 
not great. Average weight gains were considerably 
greater in the isoniazid group than in the streptomycin 
plus P.A.S. group. 

The temperature fell to normal in 56% of febrile cases 
treated with isoniazid, and in 67% of febrile cases in 
the streptomycin plus P.A.S. group, excepting a group 
with acute rapidly progressive disease of recent origin 
in which the temperature fell to normal in 68% of the 
isoniazid and in 64% of the streptomycin-P.A.S. treated 
cases. 

Radiologically, improvement was seen in 26% of the 
isoniazid cases and in 29% of the streptomycin-P.A.S. 
cases; in the acute group, 40% of the isoniazid cases and 
37% of the streptomycin-P.A.S. cases improved. 


§4 ForRTHCOMING MEETINGS 


23% of the isoniazid cases and 26% of the strepto- 
mycin-P.A.S. cases became _ bacteriologically negative 
before the end of the second month. 

Although this report covers only the results of an 
interim period of three months, it is concluded that 
when isoniazid is given alone to cases of pulmonary 
tuberculosis it is not more effective than streptomycin 
plus P.A.S. The trial is being continued with a total of 
750 patients. B. L. FRANK 


INDUSTRIAL MEDICINE 


Silicosis Among Iron Foundry Workers. 


SoLomon, S.: New York J. Mep., 51: 1045, 


1951. 


Since 1914 numerous reports have appeared in literature 
dealing with silicosis in the United States. The silicosis 
hazard of the mining industry is universally accepted but 
the risk in other dusty trades, notably the foundry in- 
dustry, where the pulmonary disease is identical, has not 
received comparable publicity. 

The author of this article, after referring briefly to 
the findings in earlier American surveys made in the 
foundry industry, discusses a study made in 1948 of 641 
employees of a large iron foundry in New York State. 
Of these, 83 were diagnosed as having silicosis by the 
accepted standards. Ten were classified as severe, 28 
as moderate and 45 as mild. The percentage incidence 
of each of these groups was 1.5, 4.3 and 7% respec- 
tively. For each group the author gives the average 
age, the average number of years at the job, and the 
characteristics of history and clinical findings. The ab- 
sence of any apparent cases of pulmonary tuberculosis 
was noted. This was somewhat surprising in view of the 
general opinion that silicosis commonly predisposes to 
tuberculosis. The author suggests that this absence may 
be related to the drop in the tuberculosis rate in the 
nation and in this community in particular. This findin 
lends support to the belief that tuberculosis is relate 
less to a specific occupation than to economic factors, 
public health measures, and the opportunities for contact. 

In the author’s opinion a total incidence in any in- 
dustry of 12.8% of silicosis as found in this survey, 
represents a serious industrial hazard, and should be 
considered valid evidence that the density of dust is 
above the limits of safety. He considers it probable that 
preventive measures could greatly reduce this hazard 
and feels that the State should provide the impetus for 
such measures by stricter regulation and inspection of 
industrial plants and by considerable enlargement of the 
department which is charged with this problem. Other 
recommendations include annual surveys for dust dis- 
eases in foundries in order that silicosis may be dis- 
covered in an early stage, and consideration of changes 
in the present compensation laws relating to silicosis. 
Partial disability could be made compensable to the 
point where the disabled employees may seek another 
occupation without great economic hardship. 

MarcGaret H. WILTON 





FORTHCOMING MEETINGS 


CANADA 


Ontario MepIcaAL AssociaTION, Annual Meeting, Royal 
York Hotel, Toronto (Dr. Glenn Sawyer, Executive 
Secretary, Ontario Medical Association, 135 St. Clair 
Avenue West, Toronto 5) May 11-15, 1953. 


CANADIAN MEDICAL AssocIATION, Annual Meeting, Royal 
Alexandra Hotel, Winnipeg, Man. (Dr. T. C.+ Routley, 
~ = ge Clair Ave. W., Toronto 5, Ont.) June 15-19, 
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INTERNATIONAL PuHysioOLocicAL Concress, 19th Con- 
gress, Montreal, Canada (Dr. A. S. V. Burgen, McGill 
University, Montreal), September 1-5, 1953. 


UNITED STATES 


AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, 30th Annual 
Meeting, Hotel Statler, Cleveland, Ohio February 23-25, 
1953. 


AMERICAN HEART ASSOCIATION, 29th Annual Meeting 
and 26th Scientific Session, Hotel Chelsea, Atlantic City, 
N.J. (Dr. André Cournand, Chairman of Program Com- 
mittee, c/o American Heart Association, 44 East 23rd 
Street, New York 10, N.Y.) April 8-12, 1953. 


AMERICAN PsycHosoMatTic Society, 10th Annual Meet- 
ing, Chalfonte-Haddon Hall, Atlantic City, N.Y. (Dr. 
Sydney G. Margolin, Chairman, 551 Madison Ave., New 
York 22, N.Y.), May 2-8, 1953. 


AMERICAN UROLOGICAL ASSOCIATION, Annual Meeting, 
Hotel Jefferson, St. Louis, Mo. (Dr. Charles H. DeT. 
Shivers, Secretary, 215 Illinois Ave., Atlantic City, N.J.), 
May 11-14, 1953. 


NATIONAL ‘TUBERCULOSIS ASSOCIATION, 49th Annual 
Meeting, and its Medical Section, the American Trudeau 
Society, 48th Annual Meeting, Los Angeles, Calif. 
(National Tuberculosis Association, 1790 Broadway, 
New York 19, N.Y.) May 18-22, 1953. 


AMERICAN MEDICAL ASSOCIATION, Annual Session, New 
York, N.Y. (Dr. George F. Lull, 535 N. Dearborn St., 
Chicago 10, Ill.), June 1-5, 1953. 


INTERNATIONAL CONGRESS OF ELECTROENCEPHALO- 
GRAPHY AND CLINICAL NEUROPHYSIOLOGY, Boston, Mass. 
(Dr. R. S. Schwab, Secretary-General, Mass. General 
Hospital, Boston 14, Mass.) August 18-21, 1953. 


OTHER COUNTRIES 


INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND 
PHarMacy, 14th Congress, Montevideo, Uruguay (Dé- 
reccion General Del Service de Sanidad Militar, 8 de 
Octubre y Mariano Moreno,. Montevideo, Uruguay) 
March 1-7, 1953. 


INTERNATIONAL HospiraL Concress, London, England. 
(Capt. J. E. Stone, Hon. Secretary, 10 Old Jewry, 
baal E.C.2, England) May 25-30, 1953. 


INTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, 
Amsterdam, Holland (Dr. W. H. Stuben, J. J. Viotta- 
straat 1, Amsterdam) June 8-15, 1953. 


Pan AMERICAN CONGRESS OF THE MEDICAL PREss, 
Buenos Aires, Argentine (Secretaria del Congress, 763 
Uriburu, Buenos Aires, Argentine) July 12-16, 1953. 


INTERNATIONAL CONGRESS OF Rap1o-BioLocy, Copen- 
hagen, Denmark (Prof. F. Norgaard, Secretary General, 
Oster Voldgade 10, Copenhagen K, Denmark) July 
14-25, 1953. 


INTERNATIONAL FEDERATION OF HospiTaLs, Congress, 
Brussels, Belgium (Capt. J. E. Stone, 10 Old Jewry, 
London, E.C.2, England) July 15-21, 1953. 


INTERNATIONAL CONGRESS OF RaproLocy, 7th Congress, 
Copenhagen, Denmark (Prof. F. Nordgaard, 10 Oster 
Voldgade, Copenhagen K), July 19-25, 1953. 


INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, 
First Congress, London, England (Mr. W. R. Le Fanu, 
Chairman, c/o London School of Hygiene and Tropical 
Medicine, Keppel St., London, W.C.1), July 20-25, 1953. 
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INTERNATIONAL CONGRESS FOR HiIsToRY OF SCIENCE, 
Jerusalem, Israel (Prof. F. S. Bodenheimer, President, 
Hebrew University, Jerusalem, Israel) August 3-7, 1953. 


WorLp CONFERENCE ON MeEpiIcAL EpvucatIon, British 
Medical Association House, Tavistock Square, W.C.1, 
London, England (Dr. Louis H. Bauer, The World 
Medical Association, 2 East 103rd St., New York 29, 
N.Y.) August 24-29, 1953. 


INTERNATIONAL CONGRESS OF TROPICAL MEDICINE AND 
Ma tari, Istanbul, Turkey (Prof. Dr. Ihsan Siikrii Aksel, 
General Secretary, Tunel Meydem, Beyoglu, Istanbul, 
Turkey) August 28-September 4, 1953. 


Woritp MepicaL AssociATION, 7th General Assembly, 
Amsterdam, Holland (Dr. Louis H. Bauer, 2 East 103rd 
St., New York 29, N.Y.) August 31-September 6, 1953. 


INTERNATIONAL CONGRESS OF MICROBIOLOGY, 6th Con- 
gress, Rome, Italy (Prof. Giuseppe Penso, Instituto 
Superiore di Sainta, Viale Regina Margherita 299, Rome, 
Italy) September 6-12, 1953. 


WorLD CONFEDERATION FOR PHYSICAL THERAPY, Ist 
Congress, London, England (Miss M. J. Neilson, Secre- 


tary, Chartered Society of Physiotherapy, Tavistock 
Square, London, W.C.1, England) September 7-12, 
1953. 





NEWS ITEMS 


BRITISH COLUMBIA 


The recent death of Dr. H. E. Ridewood, who prac- 
tised in Victoria for so many years, marks the passing 
of one of the ablest surgeons in British Columbia. Dr. 
Ridewood was born in England, and received his medi- 
cal training in that country. A man of great personal 
charm, he had a host of friends in his community, and 
had a large consulting surgical practice. [Full notice will 
appear later. Editor]. 


Another medical pioneer in this province, who died on 
November 28, at the age of 87, was Dr. J. C. Farish, 
who was one of the oldest eye, ear, nose and throat 
specialists in Vancouver, where he practised his specialty 
for forty years. Dr. Farish comes of a family of doctors, 
whose history goes back a long way in Canada. His 
father practised in Liverpool, N.S., and he leaves two 
sons who are doctors, one practising in Vancouver. He 
himself was regarded as one of the very best men in 
his special line. He was a most versatile man, and was 
interested in everything; had all sorts of hobbies, in- 
cluding skating, woodworking, tennis, which he played 
well eae in life, and horsemanship. He was a gentle, 
almost shy, person, courteous and kindly, an 
cordially liked by all with whom he came in contact. 


was 


A new hospital was opened last week at Port Alberni. 
It cost a million dollars, and replaces the 40-year old 
West Coast Hospital. There were, of course, ceremonies 
and festivities, and perhaps the most pleasing of these 
was the honour paid to that grand old Port Alberni phy- 
sician, Dr. C. T. Hilton, who has practised in the area 
for some forty years, as one of the chief members of the 
staff of the old hospital. His was the duty of opening 
the hospital, and the golden key with which he opened 
the doors was presented to him, along with a suitably 
engraved silver tray. 


The Hon. Eric Martin, Minister of Public Health and 
Welfare for B.C., recently stated that the government 
has under study the possibility of establishing an air- 
ambulance service in British Columbia, to give service” 
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to isolated spots in the province, of which there are 
many, which are hard to reach from the thickly settled 
areas. Such ambulance airplanes would be_ spotted 
throughout the province, and would be equipped to land 
on water or land. 


Dr. G. F. Strong of Vancouver was re-elected presi- 
dent of the B.C. Cancer Foundation recently, at the 
annual meeting of the Foundation. The Medical Director 
of the Institute, Dr. A. M. Evans, in his report, stated 
that there had been an 8% increase in the number of 
patients admitted to the Institute during the past’ year 
over 1951. Practically the whole of this increase was 
made up of malignant cases, the number of non- 
malignancies remaining the same. The new Cobalt 60 
bomb is now in full use. It is planned by the Founda- 
tion to extend consultative service beyond the points 
already served throughout the province. 

A cheque for $75,000, representing the balance of the 
fund raised in the recent campaign, was handed to Dr. 
Strong, by the chairman of the Cancer Fund Committee. 
This will be used to defray the capital cost of the new 
building in Vancouver. 


The recent visit of Dr. Roy L. Swank, of the Montreal 
Neurological Institute, during which he visited Van- 
couver and Victoria, was of great interest to the pro- 
fession and to the public at large. He addressed the 
Vancouver Medical Association, and gave several ad- 
dresses in both cities. His visit in Victoria stimulated a 
movement that has for some time been on foot in that 
city, to establish a clinic for rehabilitation of victims of 
such disabling diseases as multiple sclerosis, polio, and 
the like, similar in scope to the Clinic now doing so 
much good work in Vancouver. 


In a recent report made to the Metropolitan Health 
Committee, Dr. Stewart Murray, Medical Health Officer 
for the Metropolitan area, gave some interesting and en- 
couraging facts and figures. He showed that the steady 
pursuit of the campaign of inoculation against whooping= 
cough, diphtheria, and smallpox, is showing mar a 
good results. Smallpox, of course, is completely con- 
trolled by vaccination, but whooping-cough, too, has 
shown a remarkable drop in incidence—from a rate of 
267.8 per 100,000 in 1939, to 28.7 per 100,000 last year. 
There have been no cases of smallpox since 1936, and 
while there were 548 cases of diphtheria in 1929, there 
was only one last year. 


The B.C. Government recently appointed a Com- 
mission to enquire into the matter of changes in the 
Liquor Act, to implement the decision of the people of 
B.C., as amet in the plebiscite at the recent elec- 
tion. Various interested parties have submitted briefs 
to this Commission, at its sittings, presided over by the 
Hon. H. H. Stevens, with whom are associated Very 
Rev. Dean Swanson, and Mr. George Home. 

One of these briefs was submitted by the Vancouver 
Medical Association, following considerable study of the 
subject by a committee especially appointed by the 
Association. This brief recommend that a private 
alcoholic foundation be established, similar to other 
foundations, for cancer, etc. This foundation should be 
ee by the Government, and administered by a 
medical board. It would require a hospital, preferably 
near a general hospital, and a rehabilitation centre. This 
suggestion was in agreement with the one made in 
another brief, presented by the Metropolitan Health 
Committee, which also suggested the establishment of 
an alcoholic foundation to care for the estimated 10,000 
uncontrolled drinkers or alcoholics in Vancouver alone. 


Recently compiled figures dealing with the incidence 
of polio in B.C. up to about the middle of November, 
for this year show a total of 553 cases. Of these 262 cases 
were treated in Vancouver, made up of 101 from the 
city itself, 54 from the metropolitan area, and 107 from 
J. H. MacDermor 


outside points. 
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MANITOBA 


On November 23 a stained glass window depicting 
St. Luke, in memory of Dr. and Mrs. Andrew P. Mac- 
Kinnon was unveiled at St. Andrew’s United Church, 
Oak St., Winnipeg, by Dr. W. B. MacKinnon, their 
nephew. 


Dr. James S. Brown of Brandon has been elected to a 
fellowship in the Royal College of Surgeons in England, 
in otolaryngology. He graduated from Brandon College 
in 1944 with the degree of B.Sc. and from the Uni- 
versity of Manitoba in Medicine 1949. Since then_he 
has taken postgraduate work in Edinburgh and London. 
In 1950 he was appointed senior assistant in the aural 


department of the London Hospital and in the same year : 


was elected a Fellow of the Royal Society of Medicine. 


A building permit has been issued for a $25,000 ex- 
tension to the Winnipeg General Hospital to house the 
Cobalt bomb. 


Three changes in the staff of the University of Mani- 
toba’s faculty of medicine have been announced. Dr. 
John McDonald Lederman has been promoted from 
associate professor to professor in the department of 
pathology. Dr. John Wilt has been appointed associate 
professor of bacteriology and chairman of that depart- 
ment. He succeeds Dr. F. T. Cadham who has retired 
after a long and notable service. Dr. T. Harry Williams 
has been appointed from assistant professor to associate 
professor in the department of pathology. 


NEW BRUNSWICK 


Dr. W. D. Miller has opened an office for the practice 
of surgery in Saint John. 


Dr. H. A. Farris, President of the Saint John Art 
Club, presided at a special meeting addressed by Dr. P. 
C. Laporte of Edmundston, who gave an informal talk 
on wood carving and iecamanet some of the simpler 
techniques of his art and showed some samples of his 
carving and colour enfbossing. Dr. P. C. Laporte is presi- 
dent of the Canadian Wood Carvers Association and is 
responsible for encouraging many young Canadian wood 
carvers and other handicraftsmen. 


The Saint John Medical Society honoured one of their 
members, Dr. Fred George, at a dinner at the Byng 
Boys Club to celebrate his wedding. The friends of the 
honour guest were merry and the chairman, Dr. J. A. 
Finley, was interrupted repeatedly by remarks, witty and 
bright. These sallies influenced Dr. George Keddy, when 
presenting the tray to limit his speech to one word, 
“HERE”. The reply of the guest was longer by two 
letters. He said “THANKS”. It was a good party. 


At the Annual Meeting of the Medical Council of New 
Brunswick held in Saint John, November 18, Dr. V. Snow 
of Hampton presided. Election of officers placed Dr. 
Georges Dumont of Campbellton as president of the 
Council for 1953. Dr. J. M. Barry was reappointed 
Registrar and Dr. L. D. Densmore of Bathurst and Dr. 
A. S. Kirkland of Saint John were elected to represent 
the Medical Council of Canada for the next four years. 


Dr. J. A. Caskey, radiotherapist at the Saint John 
General Hospital, addressed meetings at Campbellton 
and Newcastle late in October on the subject “Diagnosis 
and Treatment of Early Curable Cancer”. Dr. Fred 
Whitehead, secretary of the N.B. Medical Society ac- 


companied the speaker on the trip. 
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Officers of the newly formed New Brunswick and 
Prince Edward Island branch of the Canadian Public 
Health Association were elected at Fredericton. Presi- 
dent—Dr. J. A. Melanson, First Vice-president—Dr. O. 
H. Curtis, Deputy Minister of Health of P.E.I., Second 
Vice-president—Alwyn J. Cameron, Fredericton. Special 
guests included Dr. A. D. Groulx, Montreal and Dr. G. 
D. W. Cameron, Deputy Minister of National Health 
and Welfare, Ottawa. Hon. F. McInerney, N.B. 
Minister of Health, welcomed the delegates to this 
meeting. A. STANLEY KIRKLAND 


NOVA SCOTIA 


The Faculty of Medicine, Dalhousie University, pre- 
sented the twenty-sixth Annual Refresher Course trom 
October 20 to 24 to visiting medical doctors from the 
Maritime Provinces and Newfoundland. The John 
Stewart Memorial Lecture was given by Dr. W. Wayne 
Babcock, Professor Emeritus of Surgery, Temple Uni- 
versity, Philadelphia. Other guest speakers were Dr. 
Eli H. Rubin, Clinical Professor of Medicine, New York 
Medical College; Dr. Edward S. Mills, Professor of 
Medicine, McGill University; Dr. Morton Marks, Director 
of Physical Medicine, New York Clinic and Bellevue 
Medical Centre; Dr. G. M. Brownrigg, St. John’s, New- 
foundland. 


Dr. Douglas K. Murray, M.D., C.M., Dal. °35, has 
completed a postgraduate course in Baltimore, Md., 
and also an ophthalmology study council course at West- 
brook College, Maine, and has taken up practice in 
Halifax. 


Dr. J. K. L. Irwin, M.D., C.M., Dal. ’40, of Charlotte- 
town, has been elected to membership in the Society of 
Obstetricians and Gynecologists of Canada. 


Dr. A. Vance Fraser, formerly of Truro, medical 
graduate of Dalhousie, 1932, is*now senior surgeon with 
the Ross-Loos Medical Group of Los Angeles, Calif. 


Dr. Arthur Shears, M.D., C.M., Dal. ’50, of Glace 
Bay, has been awarded a scholarship of $1,200 for post- 
graduate study in physical education and physical medi- 
cine. He is now working with the Department of 
Veterans’ Affairs, Camp Hill Hospital, Halifax, and next 
year will be attached to Sunnybrook Veterans’ Hospital, 
Toronto. 


Dr. Franklyn Hicks, M.D., C.M., Dal. °51, has been 
appointed Assistant Resident in Medicine at the Boston 
City Hospital. 


Dr. Eldon L. Eagles, M.D., C.M., Dal. ’36, divisional 
supervisor, Department of Health of the Province of 
Nova Scotia, has received two distinctions. One is the 
Royal College of Physicians and Surgeons of Canada 
certificate in public health, and the other a fellowship 
in the American Public Health Association. 


Dr. Ronald D. Drysdale, M.D., C.M., °48, has just 
completed four years’ postgraduate work in medicine 
at McGill University, and the Royal Victoria Hospital 
in poeneen, and is now practising in North Battleford, 
Sask. 


Doctors G. H. Murphy and J. R. Corston, classmates 
of the Dalhousie Medical School graduates of 1902, 
were honoured at a meeting of the Halifax Medical 
Society in commemoration of fifty years in active prac- 
tice. They were made honorary life members in the 
society. Dr. Corston was also one of eleven Canadian 
doctors to receive senior membership in the Canadian 
Medical Association for outstanding contribution to 
Canadian medicine. 
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Dr. M. Jacobson, Halifax, a reserve officer in the 


Canadian Army, has just completed a short course in 
“Atomic Warfare and Radio-active Isotopes” at Walter 
Reed Hospital, Washington, D.C. 


Dr. R. Sim. Gass, M.D., C.M., Dal. ’25, was a 
visitor in Nova Scotia last summer after an absence of 
15 years. Dr. Gass is a specialist in tuberculosis and 
lives in Nashville, Tenn. 


Dr. Lawrence B. Braine, M.D., C.M., Dal. 1900, and 
Mrs. Braine, celebrated their fiftieth wedding anni- 
versary this year. Dr. Braine began his medical practice 
in 1901, practising at Chester, Annapolis Royal, Wyom- 
ing and Glenn Margaret. C. M. Hartow 


ONTARIO 


MeEpDIcAL CuRLING NOTES 


The first annual Medical Bonspiel was held at the 
Thistle Curling Club in Hamilton, Ontario, on Novem- 
ber 21, 1952. The draws were so arranged that the 
total high plus score in the two games played by each 
rink determined the winner. At a dinner following the 
day’s play a great deal of enthusiasm was shown by all 
the Doctors who had taken part in this curling event. 
The opinions-expressed by all were to the effect that a 
greater number of entries should be arranged from the 
various centres throughout the Province of Ontario, for 
a similar bonspiel in 1953, which is again to be held at 
the Thistle Club in Hamilton. 

The Wyeth Drug Co. of Walkerville, Ont., have 
donated a very beautiful trophy for annual competition. 
They have also arranged for the presentation of four 
individual prizes for each member of the winning rink. 
The first winner of this trophy at this Bonspiel was the 
rink skipped by Dr. A. C. Baillie of Orillia, Ont. The 
winner 7 the second prize in this event was the rink 
skipped by Dr. A. C. MacKenzie of Woodstock, Ont. 
The third prize was won by a rink skipped by that 
hardy perennial of curling, Dr. Chas. Brereton of 
Toronto. 

The committee selected for the arrangement of next 
years Bonspiel is Dr. J. F. Brunton, (Chairman), Dr. D. 
U. MacGregor and Dr. F. G. Ruston, all of Hamilton. 
The advisory committee is composed of Dr. C. Brereton, 
Toronto, Dr. A. C. MacKenzie, Woodstock, Dr. A. C. 
Bailliee, Orillia, and Dr. W. A. Proud, Guelph. 

At the Bonspiel being arranged for 1953 twenty four 
rinks can be accommodated, and it is hoped that entries 
may be received from all points in Ontario. Notices will 
very likely be sent to all individual Doctor members in 
the Ontario Curling Association advising them of the 
time of the Bonspiel, so that a greater number of entries 
may be received. 


At the centenary celebrations of Laval University the 
honorary degree of Doctor of Medicine was conferred on 
Dr. J. A. MacFarlane, Professor R. M. Janes and Pro- 
fessor C. H. Best of University of Toronto. 


The Phi Delta Epsilon Fraternity lecture at Toronto 
was delivered by Dr. Lester R. Dragstedt, Professor of 
Surgery, University of Chicago. His subject was The 
Physiology of Gastric Secretion and The Peptic Ulcer 
Problem. 


The annual meeting of the Association of Canadian 
Medical Colleges, of which Dr. J. A. MacFarlane is 
president, was recently held at the University of Toronto. 


The cornerstone of the new $2,250,000 Charles H. 
Best Institute was laid by Col. Eric Phillips, chairman 
of the University of Toronto Board of Governors. 





News 87 





The Canadian Pharmaceutical Manufacturers Associa- 
tion presented the Medal of Honour to Dr. T. Clarence 
Routley in recognition of his exemplary statesmuasnip 
in the field of international medicine. The Medal of 
Honour is awarded to great servants of science and 
medicine and has been previously awarded to Sir 
Alexander Fleming, F.R.S. discoverer of penicillin; 
Professor Charles H. Best, F.R.S., co-discoverer of 
insulin; and to Edward H. Kendall, Ph.D., discoverer of 
cortisone. The presentation ceremony took place at the 
Association’s annual meeting at The Royal York Hotel 
when many of Dr. Routley’s medical colleagues heard 
with great interest his acceptance address as he told 
of his work in the international field of medicine. 


The Toronto Chapter of the Institute of Chartered 
Life Underwriters and the Life Underwriters Associa- 
tion of Toronto held a special luncheon on November 
20 at the Royal York when their guests were physicians 
and surgeons. The speaker was Dr. Lennox Bell, chair- 
man of the Department of Medicine of University of 
Manitoba. He congratulated the insurance officers on 
the interest shown in medical research; they have been 
contributing to medical research since 1926. Four years 
ago they have been more specific in their help, that is 
they have given fellowships which are most generous in 
freedom and in money. Research workers need security 
and workers on insurance grants get away from the old 
rigorous outlook. In Canada two-thirds of a million a 
year is being spent on the study of cardiovascular renal 
diseases. Canada is doing twice as much relatively as the 
United States in this field. 

Today there is no phase of heart disease where the 
physician cannot give his patient hope. Fifty per cent of 
congenital heart ees can be cured. Syphilitic heart 
disease is disappearing. Till a few years ago rheumatic 
heart disease was a common cause of death in the child 
of school age. ’ 

Hypertension and arteriosclerotic heart disease are 
still unsolved problems but are being studied. The solu- 
tion depends on long term research in basic fields. The 
insurance companies are doing a magnificent job in 
supporting this work. LILLIAN A. CHASE 


QUEBEC 


FORMATION OF THE QUEBEC 
CHAPTER OF THE AMERICAN COLLEGE 
OF CHEST PHYSICIANS 


At the joint meeting of La Société de Phtisiologie de 
Montréal et de Québec and the Section of Tuberculosis 
of the Montreal Medico-Chirurgical Society held at the 
Sacred Heart Hospital, Cartierville, the President of the 
American College of Chest Physicians, Dr. Andrew L. 
Banyai, and the Executive Director, Mr. Murray Korn- 
feld officially inaugurated the Quebec Chapter of the 
A.C.C.P. the first of its kind in Canada. 

The following were elected on the executive, all 
Fellows of the A.C.C.P. Member ex-officio: 

Dr. B.-G. Bégin, Governor of the A.C.C.P. for the 
Province of Quebec. President: Dr. Fernand Hébert, 
Medical Director at the Sacred Heart Hospital; lst Vice- 
president: Dr. G. R, Howell, Medical Director at the 
Grace Dart Home Hospital; 2nd Vice-president: Dr. G. 
Grégoire, Director of the Antituberculosis Clinic, Quebec 
City; Treasurer: Dr. A. Hickey, Assistant Medical 
Director Royal Edward Laurentian Hospital, Ste. Agathe; 
Secretary: Dr. J.-J. Laurier, Assistant Medical Director 
at the Sacred Heart Hospital, Cartierville. 


It is not often that a teaching clinic holds a panel 
discussion for students in which a recorder and a police 
inspector take part. Indeed the occasion must have been 
unique when such a clinic was held in the Montreal 
General Hospital on December 3. The subject was Road 
Accidents, and it was discussed before the fourth year 
class in medicine by Drs. H. Elliott and E. Bensley, with 
Recorder McManamy and Inspector Leggett of the 
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Montreal Police Force. Dr. E. S. Mills, the Professor of 
Medicine, was in charge of the proceedings. 

Dr. Elliott opened with a comment on head injuries 
resulting from road acéidents, giving statistics to show the 
steady, rapid rise in the number of these. He asked very 
pertinently why we as medical men and good citizens 
should not expect to be able to lower this rising mortality 
rate just as we have been able to lower death rates in 
infectious diseases. 

This of course brought up the legal and police aspects. 
Recorder McManamy pointed out that traffic was under 
triple control, federal, provincial and municipal. Keeping 
pace with the changes that occur in the various regula- 
tions is not a simple matter. He was fully in agreement 
with the effort shown in this clinic to deal with one of 
the most important problems of the day. ~s 


Inspector Leggett dwelt on the important réle which 
can be played by the doctor in educating people regard- 
ing driving. People will listen to their doctors where the 
resent or pay no attention to police instructions. Alcohol, 
of course, is a most powerful factor in producing acci- 
dents. Doctors should never cease to impress on people 
the evils of driving after drinking. The Inspector also 
referred to fast driving as contributing to accidents. He 
thought that even ambulances very seldom were justified 
in speeding through cities. We do not need more legisla- 
tion: we need more commonsense. 

The problem of blood tests for alcohol or drugs was 
discussed. At present the law does not require anyone 
to submit to such tests. But if he does submit to them 
the results can be produced in court. Dr. Bensley dealt 
with the question of diabetes and other conditions, and 
showed that no rule should be laid down except that 
each case should be dealt with on its merits. The doctor 
should advise in each instance whether or not a man 
should drive who is taking insulin, or is an epileptic, and 
so on, 


The alcohol blood test alone is seldom sufficient for 
an accurate estimate of whether a driver was drunk. 
It must be considered along with other evidence. 


SASKATCHEWAN 


The regular monthly dinner meeting of the Saskatoon 
and District Medical Society was held on Thursday, 
November 13, in the Blue Room of the Elite Cafe. 53 
physicians were oe: Dr. Scharf informed the meeting 
concerning the dance and social evening to be held by 
the doctors, druggists and dentists in Saskatoon. The 
sponsors this year are the local druggists and it will take 
place at the Bessborough Hotel on November 29. 

Dr. Newell, Director of the Red Cross Blood Trans- 
fusion Service, was the speaker for the evening. Durin 
the course of his remarks he pointed out that he hope 
to be able to supply all the various blood groups. At the 
present time, packed but not washed red blood cells 
are available. He emphasized that the blood was to be 
free to the patient and, in case any charges were neces- 
sary, the physician should carefully explain to the pa- 
tient the reasons for this so that confusion and mis- 
information might be avoided. 


The purpose of his unit is to supply blood and it is 
the doctor’s duty to say who gets it. To date he has had 
most excellent co-operation from the city hospitals and 
it is apparent, the speaker stated, that the Saskatoon 
doctors have always ioe used to a good transfusion 
service. 

The service must be extremely careful about donors 
and for that reason some therapeutic ones may be 
turned away. Following his remarks a lively discussion 


took place and indicated the interest his audience had 
exhibited. 


It was recently announced in Ottawa that a new 
Mental Health Clinic is to be set up in Moose Jaw, sup- 
ported by Federal funds in the nature of a health grant. 
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Funds have similarly been directed toward the expansion 
of laboratory facilities at the Moose Jaw General and 
Providence Hospitals. Previous to the inception of the 
new Mental Health Clinic this type of work was being 
done in a weekly clinic provided by the staff of the 
Saskatchewan Hospital at Weyburn. A full time clinic 
will now provide more adequate and expert consultation 
service. Treatment will be given to patients referred to 
the Clinic by physicians and additional help will be 
offered to the regional medical health officer in develop- 
ing a mental health program. By this plan it is hoped 
that much preventive medicine can be practiced during 
the coming years. 

The Province of Saskatchewan is providing office 
space and equipment for the clinic in the Regional Health 
Centre with the Federal grant used mainly to assist in 
providing staff. When complete, the service set-up will 
resemble those of the MacNeill Clinic in Saskatoon and 
the Regina Mental Health Clinic. 


At the Providence Hospital laboratory services are 
being expanded to carry an increasing volume of tests 
for both in-patients and out-patients and on specimens 
referred from other centres. 


NEWS OF THE MEDICAL 
SERVICES 
Canadian Armed Forces 


Surgeon Captain E. H. Lee, Medical Director General, 
N., representing the Medical Directors of the 
Canadian Forces together with Lieut. Commander (MN) 
Fay Rutledge, ARRC, Senior Nursing Officer, RCN, 
representing the nurses of the Canadian Forces; attended 
the 59th Annual Meeting of the Association of Military 
Surgeons of the United States at Washington, D.C., 
November 17-19. 


Surgeon Commander F. G. W. MacHattie, RCN, Com- 
mand Medical Officer, Atlantic Coast, attended the 
Federal-Provincial Conference of V.D. Control Directors 
at Ottawa, Ontario, November 25-27, 1952. Surgeon 
Commander MacHattie also represented the Canadian 
Forces at the Technical Advisory Committee on Public 
Health Laboratory Services at Ottawa, Ontario, Decem- 
ber 15 and 16. 


Surgeon Lieut. Commander V. L. P. Connolly, RCN, 
completed a course in Dermatology at the Montreal 
General Hospital and was appointed to H.M.C.S. 
— for duty in the Naval Hospital October 20, 
1952. 


Captain G. W. Chapman has returned to Canada after 
serving a tour of duty in Japan and Korea. 


Major J. S. Hitman, R.C.A.M.C., has been appointed 
a Member of the Order of the British Empire for his 
services in Korea as a Regimental Medical Officer and as 
Officer Commanding, 25 Canadian Field Dressing 
Station. 


The annual Conference of the Command and Area 
Medical Officers of the Army was held at Army Head- 
uarters, Ottawa, November 12 to 14, 1952 under the 
chairmanship of Brigadier W. L. Coke, O.B.E., C.D., 
R.C.A.M.C. 


Captain J. H. Rook, Ottawa, and Captain F. L. 
Lawson, Kingston, were recently appointed to commis- 
sions in the Canadian Army Active Force. 
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During the recent poliomyelitis ane in Manitoba 
the Royal Canadian Army Medical Corps was able to 
assist the civilian authorities by providing personnel and 
respirators. Nursing sisters and medical assistants from 
Camp Shilo Military Hospital, Toronto Military Hospital 
and Fort Osborne Barracks were loaned to the Kin 
George Isolation Hospital, Winnipeg, and “Iron Lungs” 
from Central Medical Stores, Ottawa, Command Medical 
Stores, Toronto and Winnipeg, and Suffield Experimental 
Station, Alberta, were col to hospitals in Winnipeg 
and Brandon. 


Major R. J. A. Robitaille, R.C.A.M.C., has been 
awarded a Mention-in-Despatches for his services as 
divisional psychiatrist, 1 Commonwealth Division, Korea. 


The annual meeting of the Defence Medical Associa- 
tion of Canada was held at the Chateau Laurier, Ottawa, 
November 27 and 28, 1952. 

Major-General Harry G. Armstrong holder of the 
Legion of Merit with Oak Leaf Cluster, O.B.E., Croix 
de Guerre, Surgeon General of the United States Air 
Force was Guest Speaker at the luncheon. He presented 
a paper on Air Evacuation. 

G/C W. R. Franks, W/C G. W. Manning, S/L J. C. 
Wickett and F/L R. A. Stubbs presented the following 
papers at the meeting: G/C W. R. Franks, The Specialty 
of Aviation Medicine: W/C G. W. Manning, ECG 
Studies in Selection of Aircrew: S/L J. C. Wickett, 
Present Medical Problems of the Aerosphere: F/L R. A. 
Stubbs, Future Medical Problems of the Aeropause. 


S/L H. B. Hay, D.S.O., D.F.C., Officer Commanding, 
School of Aviation, Institute of Aviation Medicine, 
Toronto, is to be transferred to the staff of the Air Mem- 
ber Canadian Joint Staff London, England, effective 
January 2, 1953. 


G/C B.C. Coles, C.O.‘ Institute of Aviation Medicine, 
and W/C D. G. M. Nelson, C.D., Deputy Director of 
Medical Services Air/A, visited medical installations of 
the U.S.A.F. November 20 to 29, 1952. 


W/C E. O’F. Campbell attended a course on Gastro- 
enterology at the University of Pennsylvania Post Gradu- 
ate Medical School Philadelphia, December 1 to 6, 1952, 
under the auspices of the American College of 
Physicians. 


NEWS AND NOTES 


[The Editor will be glad to consider any items 
of medical news or of lighter material that may 
be sent in for this column. ] 


ANNOUNCEMENT 


The University of Minnesota will present a continua- 
tion course in “Recent Advances in Diagnosis for Intern- 
ists” at the Centre for Continuation Study on February 
16 to 18, 1953. Although intended primarily for 
specialists in internal medicine, the program will be of 
interest to many pediatricians and general physicians. 
This course will provide information concerning tech- 
niques which have been introduced or developed within 
the past five to ten years which have increased our 
knowledge of basic physiology and which are becoming 
or give promise of becoming standard diagnostic pro- 
cedures. Recent developments in the fields of cardiology, 
respiratory disease, renal disease, haematology, gastro- 
enterology, and endocrinology will be emphasized. 

Lodging and meal accommodations are available at 
the Centre for Continuation Study. 
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THE CANADIAN ARTHRITIS AND 
RHEUMATISM SOCIETY FOURTH 
ANNUAL MEETING 


Reporting on behalf of the National Board of 
Directors James A. Gairdner, retiring national president 
high-lighted the progress made by the Society since its 
inception four years ago: During its year 1951-52 the 
Canadian Arthritis and Rheumatism Society has pro- 
vided direct medical services to 5,960 arthritic and 
rheumatic patients. These have comprised 30,298 physi- 
cal and occupational therapy treatments given in pa- 
tients’ homes by the 36 mobile units operated by the 
Society, and 23,983 consultations and treatments pro- 
vided at the 23 arthritis clinics, which are assisted 
technically and financially by the Society at main 
regional and teaching hospitals throughout Canada. 

In addition, the Society supports a vigorous program 
of clinical and scientific research in which 12 university 
scientific and medical departments now participate, and 
has continued and extended its activities in the fields of 
professional education, public information, and _ social 
and vocational rehabilitation. 

Largely as a result of the Society’s program of Clini- 
cal Fellowships, nearly all main regional and teaching 
hospitals have or soon will have on their staffs at least 
one physician with special training and experience in the 
diagnosis and treatment of arthritis and rheumatism. The 
Society is now spending contributed funds in the pursuit 
of its objectives at the rate of approximately $500,000 
per year. 


PAN-PACIFIC SURGICAL ASSOCIATION 


The executive office of the Pan-Pacific Surgical 
Congress will be held in Honolulu in November 1954. 

Included in the scientific program will be sessions in 
all divisions of surgery and related fields, with papers 
presented by topflight surgeons from the Pacific Area 
countries. 

For further information concerning the Sixth Congress. °- 
or membership in the Association, doctors may write 
to the Pan-Pacific Surgical Association, Suite 7, Young 
Building, Honolulu, Hawaii. 


SIX HEALTH PIONEERS HONOURED 


Six men, distinguished for medical research and public 
health achievement, received the 1952 Lasker Awards 
of the American Public Health Assoviation at its 80th 
annual meeting in Cleveland, Ob», 12 October. 

Additionally, a 75-year-old cuctor of public health, 
who has influenced work in th ; field for more than 50 
years, received a Special Awar |. 

The awards, given for the seventh year and considered 
among America’s highest medical honours, were con- 
ferred on: 

Dr. Brock Chisholm of Toronto, Canada, Director- 
General of the World Health Organization, “for uniting 
the nations of the world in successful and constructive 
collaboration to attain the highest level of health for all 
their people”. 

Dr. Howard A. Rusk, Director of the Institute of 
Physical Medicine and Rehabilitation of New York Uni- 
versity’s Bellevue Medical Centre, New York, “for 
distinguished service to humanity through rehabilitation 
of disabled men and women and for marked achieve- 
moe in the development of professional training in this 

eld”. 

Dr. Conrad A. Elvehjem, Chaitman of the Bio- 
chemistry Department, University of Wisconsin, “for 
distinguished contributions in biochemical and _ nutrition 
research: especially for identifying the mineral, vitamin 
and amino acid requirements for health”. 

Dr. Frederick S$. McKay, a Colorado dentist, and Dr. 
H. Trendley Dean, Director of the National Institute of 
Dental Research, Washington, D.C., (Joint Award) “for 


(Continued on page 56 of the advertising section) 
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BOOK REVIEWS 


FOUNDATIONS OF NEUROPSYCHIATRY 


S. Cobb, Bullard Professor of Neuropathology, 
Harvard Medical School, Psychiatrist in Chief, 
Massachusetts General Hospital. 5th Revised 
and Enlarged Edition. 287 pp., illust. $3.50. 
The Williams & Wilkins Company, Baltimore; 
Burns & MacEachern, Toronto, 1952. 


Dr. Cobb has succeeded in keeping the book small by 
replacing rather than by adding. The chapter on gen- 
eral neurophysiology is new, and here one wonders 
whether adequacy has not been sacrificed for the sake 
of shortness. In the next chapter, a discussion of emo- 
tional reactions in relation to the autonomic nervous’ 
system has been added. Advances in our knowledge of 
functional localization in the cerebral cortex are in- 
corporated in chapter V, and chapter VI now contains 
some thought-provoking points on consciousness and the 
“mind-body” problem. On the whole, the author has 
presented us with an approach to neurology which is a 
synthesis of several disciplines rather than with a single 
specialty, an approach which tries to picture the human 
being as a whole rather than only one of his anatomical 
“systems”. This, no doubt, is in conformity with present 
trends in the teaching of medicine. 


THE INTELLIGENT USE OF THE 
MICROSCOPE 


C. W. Olliver, Member of the British Myco- 
logical Society. 192 pp. illust., 2nd ed. $3.25. 
Chapman & Hall Lid. London; British Book 
Service (Canada) Ltd., Toronto, 1951. 


The fact that a second edition has made its appearance 
within four years of the first one, may be taken as one 
of the indications of the success of this little book. 
Written for the beginner, it saves him much work and 
disappointment in his attempts to make himself master 
of the tool. In this new edition, a chapter on phase con- 
trast microscopy deals with this most important advance, 
which has done away with some of the limitations of the 
microscope, and at present is unequalled by the electron 
microscope. This little book remains a great aid to the 
intelligent use of the microscope. 


HISTORY OF THE ROYAL MEDICAL 
SOCIETY 1737-1937 


J. Gray, Edited by Douglas Guthrie, Lecturer 
in History of Medicine, University of Edin- 
burgh. 355 pp. illust. 14s. The University Press, 
Edinburgh, 1952. 


This volume supplies a detailed and chronological his- 
tory of the oldest medical society in Great Britain up 
until its bicentenary celebrations in 1937. The Society 
was founded by a group of medical students and has 
always maintained the undergraduate emphasis. At the 
same time by the happy genius of the Scots in such 
matters it has managed to incorporate the Faculty of the 
Edinburgh School of Medicine and indeed the great 
figures of the medical world over a period of two cen- 
turies. The book therefore will be of prime interest to 
all old Edinburgh men as well as to those interested in 
medical history. For here is a dazzling array of the 
“medical great”, the record of the time when Edinburgh 
was the medical centre of the world, and a reminder of 
the close connection between the Edinburgh school and 
the foundation of medicine in the United States. It is 
another great virtue of this book that it points up the 
eclectic nature of Medicine in those days when it was 
art of the rich cultural life of the “Athens of the 

orth”, and such famous names as Oliver Goldsmith, 
Charles Darwin and Sydney Smith appear on the roster 
of the Society. 
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The history was written as a labour of love by Mr. 
James Gray who through family connections had a deep 
interest in Medicine, although he himself was a layman. 
It has been admirably edited by Dr. Douglas Guthrie. 
As an exercise in breathing life into the dry bones of 
the extended minutes of an ancient society, this volume 
could not be bettered. Although sticking strictly to its 
business as a record and thus allowing little space for 
anecdote, there is still the consuming interest of a great 
diversity of creatures and of the glittering roll-call of the 
great medical pageant of two centuries. Incidentally the 
volume is among the first productions of the recently 
established Edinburgh University Press and its officers 
may regard it with justified pride. 


THE CESOPHAGUS AND ITS DISEASES 


E. D. Palmer, Lieutenant Colonel, Medical 
Corps, United States Army Chief, Gastro- 
intestinal Section, Walter Reed Army Hospital 
Consultant in Gastroenterology to the Surgeon 
General. 552 pp., illust. $15.00. Paul B. Hoeber 
Inc., New on, 1952. 


The spectacular advances in the surgery of the ceso- 
parens in the last few years have not been accompanied 

y any noticeable expansion of the literature on the 
nonoperative phases of the disorders of this organ. 
Surgeons are now looking to their medical colleagues for 
earlier and more accurate diagnosis, and for assistance 
in the postoperative care of patients following successful 
resection and reconstitution of continuity. 

To help physicians keep pace with the surgical ad- 
vances Col. Palmer has compiled this comprehensive 
volume including anatomy, physiology, and _ clinical 
pathology, together with an extensive review of . diag- 
nostic methods and nonoperative therapy. The tables of 
reference to the literature for the last twenty years ap- 
pear to be well chosen, and there are adequate illustra- 
tions. Wtih the help of this book any physician should 
gain competence and confidence to keep abreast of the 
tide of this rapidly expanding department of medicine. 


ORAL MEDICINE 


L. W. Burket, Professor of Oral Medicine and 
Dean, School of Dentistry, University of Penn- 
sylvaria; with a Chapter on Oral Cancer by S. 
G. Castigliano, Chief, Department of Head and 
Neck Tumours, American Oncologic Hos- 
pital, Philadelphia. 575 pp., 2nd ed., illust 
= J. B. Lippincott Company, Montreal, 


Although written primarily for the practising dentist, 
this textbook well merits the attention of the general 
practitioner and internist. Its second edition has been 
enlarged in its already general survey of the field of 
oral medicine, by a section devoted to oral cancer by 
Gordon Castigliano, Chief of the Department of Head 
and Neck Tumours, American Oncologic Hospital, 
Philadelphia. The subject matter is divided into sections 
dealing with diagnostic methods, and gingival, glossal, 
dermatological, systemic and metabolic diseases. Granulo- 
matous lesions, pediatric, gerontic and occupational 
hazards are also covered in their relationship to oral 
medicine. Under these headings the various disease 
entities are described, accompanied by numerous 
een hs. Although the majority of the latter are in 
lack and white, the detail is excellent. There is, in ad- 
dition, .a brief section devoted to regional diagnoses 
within the oral cavity, grouping those diseases usually 
found in one area, after the style of the regional group- 
ing of the Military Medical Manual of the National Re- 
search Council. This is a very useful reference book for 
those diseases which primarily or secondarily involve the 
oral cavity, with regard to both diagnosis and treatment. 
It would be a useful addition to the private library of 
any general practitioner, internist or surgeon. 
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for control of appetite-in weight reduction... 


‘* ‘Dexedrine’ is the drug of choice” because of its effectiveness 
and because, with ‘Dexedrine’, “‘unpleasant effects are mild or absent.”’ 
(From the report of an exhaustive clinical study in which ‘Dexedrine’ was compared 


with methamphetamine [d-desoxyephedrine] and other anorexigenic compounds.) 
—Williams et al.: Annals of Internal Medicine, Sept., 1948. 





‘Dexedrine’ Sulfate 


elixir 





Smith Kline & French Inter-American Corporation, Montreal 


Dexedrine’ T.M. Reg. ¢ Pat. Of 
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WILLIAM SMELLIE 


R. W. Johnstone, Professor-Emeritus of Mid- 
wifery and the Diseases of Women, University 
of Edinburgh. 139 pp., illust. $3.75. E. & A. 
Livingstone Ltd., London; The Macmillan 
Company of Canada Ltd., Toronto, 1952. 


It is a matter of the deepest satisfaction and importance 
that there is now available to obstetricians and students 
of medical history an excellent biography of the greatest 
figure in British obstetrics. Until the present Glaister’s 
Life of Smellie was the only available source. This book 
was written over a half-century ago and has been hard 
to come by. Now Dr. Johnstone’s monograph fills the 
gap in admirable fashion. It is extremely well written, 
easy to read and what is more important, strikes a fine 
balance between the biographical side, and an exposition 
of Smellie’s work and his writings. The result may be 
termed a classic of medical history. 

William Smellie has deserved better of posterity than 
to be remembered only as a name meal with 
forceps of the obstetrical craft. This concise and charming 
volume will do much to right the balance. Dr. Johnstone’s 
labour of love deserves the gratitude of those who have 
a special interest in the eighteenth century and particu- 
larly of those of us who will welcome such agreeable 
access to Smellie’s manuscripts and the broad outline of 
his published writings which were the seeds of the 
renaissance in obstetrics. This book should attract new 
readers to medical history and assist the modern genera- 
tion to realize the stature of a man worthy to stand in 
company with his more widely known contemporaries 
the Hunters. 

A word of praise must be given to the physical 
structure of the book which in printing and illustrative 
material reflects great credit on the due On every 
count this finely written and produced volume _ has 
achieved its purpose. It deserves a place in every medi- 
cal library, in every department of obstetrics and on the 
shelves of every physician who has a proper pride in his 
profession. 


MIND, PERCEPTION AND SCIENCE 


W. R. Brain, President of the Royal College of 
Physicians of London. 90 pp. $3.25. Charles C. 
Thomas, Springfield, Illinois; The Ryerson 
Press, Toronto, 1952. 


It would seem that a review of this little book is bound 
to be inadequate. The Times Literary Supplement of 
March 28, 1952, approaches it from a Philosophical 
standpoint. Time July 21, 1952, comments on a 
lecture by Sir Russell Brain, in which the central idea 
of the book is examined. Neither of these quite succeed 
in analyzing the work and this note, after a second read- 
ing, will probably also fall short. The new science of 
cybernetics, despite its amazing results in producing 
calculating machines, cannot account for the visual sense 
that produce perceptions of scene or colour in a person 
asleep in a dark room or the phenomena of the phantom 
limb or of body agnosia, an extreme example of which is 
the man so utterly unconscious of half of his body that 
he neglected drying it after a bath. 

The relationship between brain and mind is not ex- 
plainable by neurological experiments nor by philosophi- 
cal deductions. The mind uses the brain, gets all its ma- 
terial from the brain, but it still presents itself as an 
independent entity. Perception is of the mind and minds 
differ, as when the lady told the artist Turner that she 
never saw a sunset like the one he had painted. “Don’t 
you wish you could?” was the artist’s reply. 

Neurologists with a bent toward philosophy will 
enjoy this book. Philosophers will benefit from the hard 
facts of neurology, and physicians will find much to 
modify a materialistic attitude toward disease. It is a 
great little book. 
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NORMAL BLOOD PRESSURE AND 
HYPERTENSION 


A. M. Master, Cardiologist, The Mount Sinai 
Hospital, New York, C. I. Garfield, Research 
Assistant in Cardiology, The Mount Sinai Hos- 
pital, New York and Max B. Walters, Member, 
Heart Station, Vancouver General Hospital, 
Canada. 144 pp., illust. $4.80. Lea & Febiger, 
Philadelphia; The Macmillan Company of 
Canada Ltd., Toronto, 1952. 


The increasing interest in and importance of hyper- 
tension fully warrant a re-examination of the normal 
limits of blood pressure, particularly now that the intro- 
duction of new therapeutic measures give some promise 
of success. This monograph begins with a_ historical 
review of the methods devised for measuring blood 
pressure and of the efforts to establish normal limits, fol- 
lowed by a summary of the factors which influence the 
pressure levels. Criticism is directed at the present 
standards (140-150/90-95) on the grounds that they 
have mostly been determined by insurance statistics 
which are derived from a selected group, representing 
too ideal a state for clinical usefulness. A review of the 
literature indicates that blood pressure, particularly the 
systolic, does increase with age, that by rigid standards 
a large part of the population has hypertension, and that 
many so-called hypertensives have a prolonged and rela- 
tively benign course. 

From the authors’ investigation of nearly 16,000 pre- 
sumably normal individuals, they comaleae that both 
systolic and diastolic mean pressures and the normal 
ranges increase with age and tend to be higher in 
women after forty than in men. A new set of standard 
ranges for age and sex is laid down, but the authors 
quite properly point out that the finding of an abnormal 
reading is of itself not significant. It cannot be said that 
the authors have solved any of the problems of hyper- 
tension by a change in standards. Thoughtful practi- 
tioners discount the isolated finding of moderate pres- 
sure elevation in any case. Nonetheless this book serves 
a useful purpose in emphasizing this approach. Not the 
least ona eature is a good list of references. 


RECENT ADVANCES IN BACTERIOLOGY 


Edited by J. H. Dible, Professor of Pathology, 
Postgraduate Medical School of London, The 
University of London. 322 pp. $5.00. J. & A. 
Churchill Ltd., London; British Book Service 
(Canada) Ltd., Toronto, 1951. 


This is an entirely new book; so many changes have oc- 
curred in bacteriology. since the first edition was 
published in 1928, that this is hardly surprising. Empha- 
sis has shifted from an interest in the impact of bacteria 
on pathological processes, to bacterial physiology and the 
significance of bacterial classification. Specialization has 
increased to the extent that virus diseases are no longer 
included in the scope of this volume, and virology is 
now considered a special branch of biology. The present 
edition contains a general discussion of the morphology 
of micro-organisms, the physiology of bacteria, and 
bacterial nutrition. This is followed by chapters on staphy- 
lococci, streptococci, the anaerobic diseases of man, 
clostridial diseases, non-sporulating anaerobic bacilli, 
enterobacteriacez, diphtheria, bacterial chemotherapy, 
and antibiotics. 

The volume is essentially the work of Dr. J. D. Mac- 
Lennan, but Dr. Mary Barber assisted materially in the 
preparation of some chapters and revised and brought 
up to date the chapters on antibiotics, contributing her- 
self the final chapter on antibiotics from soil bacilli, 
which deals with streptomycin, dihydrostreptomycin, 
chloramphenicol, aureomycin, neomycin, terramycin, and 
resistance to soil antibiotics. 

There are some good electron micrographs. The book 
presents a cross section of the present status in bacteri- 


ology. 
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ANTI-MEASLES SERUM 


Concentrated and Irradiated Human Serum 


| FOR MODIFICATION OR PREVENTION OF MEASLES 


Human serum prepared from the blood of healthy adults so as to involve 
a pooling from a large number of persons provides an economical and effective 
agent for the modification or prevention of measles. 


Modification is often preferable since it reduces to a mini- 
mum the illness and hazards associated with measles, but does 
not interfere with the acquiring of the active and_lasting 
immunity which is conferred by an attack of the disease. On 
the other hand, complete prevention of an attack of measles is 
frequently desirable, and can be accomplished provided that 
an ample quantity of serum is administered within five days of 
exposure to the disease. 


Serum supplied by the Connaught Medical Research 
Laboratories is concentrated to one-third the volume of normal 
adult serum and is irradiated so as to minimize the occurrence 
of homologous serum jaundice. 


HOW SUPPLIED 


Irradiated Anti-Measles Serum, pooled and 
concentrated, is distributed by the Lab- 
oratories in 5-cc. rubber-stoppered vials. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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POSITION VACANT 


The Canadian Medical Association has an 
opening for an Assistant Secretary, preferably 
bilingual, medical graduate, age between 30 
and 40. Permanent position and attractive 
salary to the right man. 


Application should include: 


Age 

Education 

Personal and Professional Background 
Other helpful particulars 

Salary required 

Recent photograph 


The application should be forwarded to the 
General Secretary of the Canadian Medical 
Association at 135 St. Clair Avenue West, 
Toronto 5, Ont. 


Books Received 


Books are acknowledged as received, but in 
eases reviews will also be made in later issues. 


History of the Royal Medical Society 1737-1937. J. Gray. 355 
pp., illus. 41/- net. Edinburgh University Press, Edinburgh 1952 


some 


Diagnostic Electroencephalography. H. Strauss, Associate 
in Neurology in Charge of Electroencephalography, Mount 
Sinai Hospital and Hospital for Joint Diseases, New York, M, 
Ostow. Adjunct in Neurology in Charge of Electroencephalo- 
graphy, and L. Greenstein, Adjunct in Neurology for Electro- 
encephalography, Mount Sinai Hospital, New York. 282 pp., 
illus. $9.25. Grune & Stratton. New York; The Ryerson Press, 
Toronto, 1952. 


Migraine and Periodic Headache. N. Leyton, Honorary Physi- 
cian, Migraine Clinic, Putney Health Centre. 115 pp. 12s. 6d. 
net. William Heinemann Medical Books, Ltd., London, 1952. 


You and Your Marriage. E. Kaufmann. 165 pp. $2.00. The 
Naldrett Press, London; Burns & MacEachern, Toronto, 1951. 


Cardiographic Technique. S. L. Barren, Member Royal Insti- 
tution of Great Britain and A. Schott, Medical Officer in charge 
of Cardiographic Department, Queen Mary’s Hospital for the 
East End (London). 156 pp., illus, 21s. William Heinemann 
Medical Books Ltd., London, 1952. 


Patterns of Organization in the Central Nervous System. P. 
Bard. 581 pp., illus. Vol. XXX, $17.00. Williams & Wilkins. Co., 
Baltimore; Burns & MacEachern, Toronto, 1952. 


Vocational Services for Psychiatric Clinic Patients. T, A. C. 
Rennie, Cornell University Medical College and the New York 
Hospital and M. F. Bozeman, Rehabilitation Project, National 
Association for Mental Health. 100 pp. $1.40. Harvard University 


Press; S. J. Reginald Saunders & Co. Ltd., Toronto, 1952. 

Le Pletore. E. Greppi, Direttore della Clinica medica 
—— di Firenze. 260 pp. L,2500. Vellecchi Editore, 
taly, > 


The Unipolar Electrocardiogram. J. M. Baker, Cardiologist, 
Yater Clinic, Associate Professor of Clinical Medicine and Spe- 
cial Lecturer in Physiology, Georgetown University School of 
Medicine. 655 pp., illus. $12.50 (U.S.A.). Appleton-Century- 
Crofts, Inc., New York, 1952. 


The British Encyclopzdia of Medical Practice — Medicine, 
Surgery, Obstetrics, Gynzcology and other special subjects. 
Medical Progress 1952. itor in Chief, The Lord Horder, Con- 


sulting Physician to St. Bartholomew’s Hospital, London. 319 pp. 
Butterworth & Co, (Canada) Ltd., Toronto, 1952. 
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The British Encyclopedia of Medical Practice. Cumulative 
Supplement 1952. Editor in Chief, The Lord Horder, Consulting 
Physician to St. Bartholomew’s Hospital, London, 458 pp. But- 
terworth & Co. (Canada) Ltd., Toronto, 1952. 






Functional Endocrinology. N. B. Talbot, Associate Professor 
of Pediatrics, Harvard University; E. H. Sobel, formerly Re. 
search Fellow in Peediatrics, Harvard University; J. W. Mc. 
Arthur, Instructor in Gyneecology, Harvard University and J. D, 
Crawford, Instructor in Pediatrics, Harvard University. 639 pp., 
illust. $11.00. Harvard University Press, Cambridge, Massa. 
chusetts; S. J. Reginald Saunders & Co. Ltd., Toronto, 1952. 






The Knee. P. Lewin, Professor and Chairman of Department 
of Bone and Joint Surgery, Northwestern University Medica} 
School; Attending Orthopedic Surgeon, Cook County Hospital, 
914 pp., illust. $17.60. Lea & Febiger, Philadelphia; The Mac. 
millan Co. of Canada Ltd.. Toronto, 1952. 


Expert Committee on Health Statistics, World Health Org:ni- 
zation Technical Report Series No. 53. Third Report of the 
WHO expert Committee on Health Statistics. 54 pp. $0.35—Svy, 
j Page: ae Health Organization, Palais des Nations, Geneva, 

uly, ‘i 







Employment Problems of Disabled Youth in Glasgow. Medica 
Research Council Memorandum No. 28. T. Ferguson, A. N, 
MacPhail and M, I. McVean. 66 pp. Three shillings net. He 
Majesty’s Stationery Office, London, 1952. 


















Expert Committee on Biological Standardization. Worl 
Health Organization Technical Report Series No. 56. Fifth Re. 
port of the WHO Expert Committee on Biological Standardiza. 
tion. 23 pp. $0.15—Sw. fr. 0.60. World Health Organization, 
Palais des Nations, Geneva, July, 1952. 


Problems of Aging. Transactions of the Fourteenth Confer. 
ence September 7-8, 1951, St. Louis, Mo. Edited by N, W. Shock, 
Chief, Section on Gerontology, National Heart Institute, National 
Institutes of Health and the Baltimore City Hospitals, Balti. 
— bo pp., illust. $3.00. Josiah Macy, Jr. Foundation, Ney 

ork, ; 


Bibliography of the Published Writings of Sir Almroth £ 
Wright. Compiled by L. Colebrook. 32 pp. 6s. net, Messrs 
William Heinemann Medical Books Ltd., Toronto, London, 195) 


Massage and Remedial Exercises in Medical and Surgicaj 
Conditions. N. M. Tidy, Member of the Chartered Society oj 
Physiotherapy. 519 pp., illust., 9th ed. $5.25, John Wright & Song 
Ltd., Bristol; The Macmillan Co. of Canada Ltd., Toronto, 195} 


Principles and Practice of Anesthesiology. V. J. Coilins 
Director of the Department of Anesthesiology at St. Vincent’ 
Hospital of the City of New York. 528 pp., illust, $11.00. Lea 
Febiger, Philadelphia; The Macmillan Co. of Canada Ltd 
Toronto, 1952. 


The Autonomic Nervous System. J. C. White, Associate Pro 
fessor of Surgery, Harvard Medical School; R. H. Smithwick 
Professor and Chairman of the Department of Surgery, Bosto 
University School of Medicine and F. A. Simeone, former! 
Assistant Professor of Surgery, Harvard Medical School. 5 


pp, illust., 3rd ed. $12.00. The Macmillan Co., New York 
Toronto, 1952. 
The Treatment of Diabetes Mellitus. E. P. Joslin, Medic: 


Director, George F. Baker Clinic, New England Deaconess Ho: 
pital; H. F. Root, Physician, New England Deaconess Hospitél 
P,. White, Physician, New England Deaconess Hospital and ! 
Marble, Physician, New England Deaconess Hospital. 770 pj 
illust., 9th ed. thoroughly revised. $13.20. Lea & Febiger, Phil 
delphia; The Macmillan Co. of Canada Ltd., Toronto, 1952. 


Physics and Medicine of the Upper Atmosphere. C. S. Whili 
Director of Research, Lovelace Foundation for Medical Educs 
tion and Research. Head of a section of Aviation Medicine Iv 
lace Clinic and O. O. Benson, Brigadier General, U.S.A.F. (M.C. 
Commandant, U.S.A.F. School of. Aviation Medicine. 611 ph 
illust. $10.00. The Lovelace Foundation for Medical Educatii 
and Research, Albuquerque, New Mexico; The University { 
New Mexico Press, Albuquerque, New Mexico, 1952, 


Causes and Prevention of Tuberculosis. B, R. Clarke, Co 
sultant Physician, Northern Ireland Tuberculosis Authoril 
Lecturer in Tuberculosis, The Queen’s University of Belfa 
288 pp. $6.25. E. & S. Livingstone Ltd., Edinburgh and Lond 
The Macmillan Co. of Canada Ltd., Toronto, 1952. 


The British Encyclopzdia of Medical Practice. Under | 
General Editorship of The Rt. Hon. Lord Horder, Consultil 
Physician to St. Bartholomew’s Hospital, London, 678 pp. \ 
10. Butterworth & Co. (Canada) Ltd., Toronto, 1952. 


Textbook of Gynecology. E. Novak, Assistant Pro‘esj 
Emeritus of Gynecology, The Johns Hopkins Medical Schoc!l 4 
E. R. Noyak, Instructor in Gyneecology. Johns Hopkins Medi 
School. 800 pp., illust., 4th ed. $10.00. The Williams & Wilki 
Co., Baltimore; Burns & MacEachern, Toronto, 1952. 


Textbook of General Surgery. W. H. Cole, Professor 
Head of the Department of Surgery, University of [lin 
College of Medicine and R. Elman, Professor of Clinical Su'g¢ 
Washington University School of Medicine. 1154 pp.,_ illu 
(U.S.A.) 6th ed. $12.50. Appleton-Century-Crofts Inc., New Yo 
1952. 


Problems of Life. L. von Bertalanffy, University of Oita’ 
Canada, late Professor of the University of Vienna. 216 pp. $4: 
Watts & Co., London; John Wiley & Sons Inc., New York, !! 


Basic Medical eayeleey, W. B. Youmans, Professor 
Physiology, University of Wisconsin, Madison. 436 pp., ill 
$8.25. The Year Book Publishers Inc., Chicago; Burns & } 
Bachern, Toronto, 1952. 





